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Treatment or Torture 
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Future of Psychodynamics 


G. SEABORN JONES 


Is there any hope of achieving ration- 
ality in philosophy and psychology? 
In secking an answer to this question, 
the author undertakes a stringent re- 
appraisal of concepts and techniques 
in philosophy and psychology leading 
to proposals for the development of a 
science of psychodynamics as a me- 
thod of both therapy and education. 
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‘Rycroft has brought off this delicate 
task with amazing success and in so 
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The possible consequences of early parent death 


Bv JOHN BIRTCHNELL* 


The possible effects of early parent death 
have been considered by a variety of investi- 
gators, each with a different emphasis and 
from a different theoretical standpoint. 
Epidemiologists have attempted to demon- 
Strate a raised incidence of parent death in 
childhood in psychiatric patients compared 
with general population estimates or matched 
control groups. Child psychiatrists have 
observed the reactions of children and other 
family members to the death of a parent and 
have predicted that such an event might have 
serious long-term consequences. Analysts 
have been convinced that the symptoms of 
certain patients have been related to the in- 
complete mourning of a parent who died 
during the patient's childhood. Sociologists 
have suggested that the absence of a parent 
for long periods might result in serious dis- 
turbance of family function and of individual 
development. Finally Munro (1965) has 
stressed that children experience parental 
bereavement much more commonly than is 
generally realized and many would appear to 
make a satisfactory adjustment to the loss. 
The intention of the present paper is to co- 
ordinate the theories of various investigators 
and to present a comprehensive picture of the 
suggested possible consequences of death of 
à parent occurring in childhood. 


Parent death and subsequent delinquency 
or criminal behaviour 

From the early 1930s there was a growing 
conviction that separation of an infant from 
its mother resulted in severe disturbance of 
personality. Levy (1937) described an 8-year- 
old girl who, after she had been adopted, was 
brought to him because of her stealing. She 

* Department of Mental Health, University 
Medical Buildings, Foresterhill, Aberdeen. 
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had been cared for by a succession of foster 
mothers and her characteristic features were 
the superficiality of her social relationships, 
her incapacity to form attachments and her 
lack of emotional responsiveness. He claimed 
to have found frequent evidence of *primary 
affect hunger’ in the children brought to him 
for treatment. Bowlby (1946), in a study of 
44 juvenile thieves, found 14 to be affection- 
less, and of these 12 had suffered early or 
prolonged separation from their mothers or 
mother-figures during the first 5 years of life. 
Of the remaining 30 thieves only five had 
suffered similar separation. Bowlby (1951, 
P. 34) proposed that ‘there is a specific 
connexion between prolonged deprivation in 
the early years and the development of an 
aflectionless psychopathic character given to 
persistent delinquent conduct and extremely 
difficult to treat’. 

Spitz (1945, 1946, 1949) carried out a 
number of studies of children admitted to 
hospital at an early age. He concluded that 
children who had been well cared for by their 
mothers for the first six months of life reacted 
to separation by becoming apathetic, silent 
and sad. He called this state ‘anaclitic de- 
pression’. Recovery was rapid if the child 
was restored to its mother, but after three 
months of separation recovery was rarely, if 
ever, complete. Goldfarb (1943 a, b, 1944, 1947) 
studied children admitted to a very harsh 
institution during the first few months of life 
and retained until they were 3 years old. He 
too found a high proportion to be detached, 
isolated and incapable of deep or lasting ties. 
Follow-up studies revealed that the degree 
of reversal of the basic impairment was of 
limited degree. Burlingham & Freud (1944) 
observed similar reactions in a group of 
young concentration-camp victims who had 
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undergone repeated traumatic separations 
from birth or infancy. Anna Freud (1960) has 
subsequently reported that these children, 
though apparently stable during the latency 
period, became withdrawn, moody and hos- 
tile from pre-adolescence onwards. 

It is generally agreed that for the first 
three months of life the infant is intimately 
bound to its mother in an undifferentiated 
manner. This is called infantile narcissism 
by Anna Freud and the phase of normal 
autism by Mahler (1961). From 4 to 6 months 
onwards the infant becomes partially separated 
and is able to perceive the mother as an object 
for libidinal cathexis. At about the same time 
She becomes an internalized object with 
which the infant may relate. When the state 
of object constancy is reached the mother's 
image may be maintained internally irrespec- 
tive of her presence in the real world. Mahler 
calls this the symbiotic phase. It is from this 
moment onwards that the infant is capable of 
appreciating the loss of the object and of 
attempting to regain it. Anna Freud (1960) 
states: 

We have always considered the interv 


loss of contact with the mother and 
to the substitute moth 


al between 
attachment 
| €r as the period most 
productive of pathology, especially if this interval 
15 prolonged either for external reasons (lack of 
suitable substitute mother) of for internal reasons 
(inability to transfer cathexis). 


Bowlby (1960) has described precisely the 
phases of angry protest, despair and detach- 
ment which occur when a child between the 
age of 6 months and 3 years is separated from 
15 mother. It is the third phase which corre- 
Sponds to the descriptions of separated child- 
ren noted above, Regarding replacement 
Bowlby remarks: 

Provided there is one 
whom he can relate 
and treat her in som 
his mother. In th 


becomes increasingly self-centred and prone to 
make transient and shallow relationships with all 
and sundry. 


Though it is clear that, under certain 
circumstances, a relationship exists between 
prolonged or repeated separation from a 
mother and the inability to form deep and 
lasting relationships, it is unwise to conclude 
that maternal deprivation is the only factor 
or that it invariably has such an effect. Regard- 
ing the effects of institutionalization, Wooton 
(1962, p. 66) remarks: 


One is, however, left with the impression that 
those children were not as a rule very intelligently 
or even always very kindly treated. Nor had 
sufficient. weight generally been given to the 
possibility that communal homes for children may 
differ from families in other respects besides the 
opportunity which they offer for intimate affec- 
tionate relationships. 


It is most likely that what is lacking Ш 
institutionalized children is not specifically 
maternal affection but a normal family life. 
Bowlby et al. (1956), comparing children in 4 
tuberculosis sanitorium and a group 9 
healthy children, discovered that few of the 
sanitorium children became delinquent. Lew!s 
(1954), studying 500 children admitted to 4 
reception centre, concluded that ‘Neither de 
linquency nor incapacity for affectionate 
relationships was significantly more frequent 
in the separated children,’ Andry (1955 
р. 357) concluded from an examination of 8 
delinquents and 80 controls that *Separatio? 
between a child and one or other of both 
parents. . .do not seem to be primary ime 
in the aetiology of delinquency.’ Howel 
(1959) has maintained that the greater numbe 
of children who are deprived of mothering 
are in fact living with the mother and p 
not separated from her. Implicit in this state 
ment is that the type of parent rather been 
her presence or absence is the more importa? 
factor. Р 
Parent death is а special kind of separatio" 
in that it is permanent, that it is not а aa 
flexion of previous parental disharmony ? 
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mental illness and that it is a normal inevit- 
able event. It resembles more a clean surgical 
incision than a dirty gash due to trauma. Even 
in 1934 Sutherland considered (p. 145) that 
‘According to the rather scanty evidence, 
delinquency is less likely to result from a 
break caused by death than from a break 
caused by desertion, divorce or separation." 
Brown & Epps (1966) demonstrated that 
disorders of conduct in children were not 
associated with parent death but with other 
separation experiences. Glueck & Glueck 
(1950) showed that 60-4 per cent of 500 
delinquent boys, compared with 34-2 per cent 
of 500 non-delinquent boys, came from broken 
homes. Homes broken by abandonment, 
desertion, absence due to divorce or separation 
occurred in 36:2 per cent of delinquent boys 
compared with 12:8 per cent of non-delin- 
quent boys, whereas the figures for death of a 
parent were 12:4 per cent and 10-6 рег cent 
respectively. Broken homes due to separation 
or divorce must be the culmination of long- 
standing marital disturbances. It is reasonable 
to conclude that delinquent behaviour is 
probably a reflexion of disturbed behaviour 
in parents and that separation is a further 
manifestation of this behaviour. 


Parent death in relation to 
mourning and depression 


The syndromes of adult grief and mourning 
have been fully described by Lindemann 
(1944), Wretmark (1959) and Engel (1961). 
Freud (1917, p. 245) observed that ‘Each 
single one of the memories and expectations 
in which the libido is bound to the object is 
brought up and hypercathected, and detach- 
ment of the libido is accomplished in respect 
of it.’ 

There are now many reports of children’s 
reactions to the death of a parent. Deutsch 
(1937) was impressed by the apparent absence 
in children of overt grief and mourning. 
Wolfenstein (1966), in a study of 42 children 
and adolescents who had suffered parent 
death, stated: 


As our observations accumulated we were increas- 
ingly struck by the fact that mourning as de- 
scribed by Freud did not occur. Sad feelings were 
curtailed; there was little weeping. Immersion in 
the activities of everyday life continued. There 
was no withdrawal into preoccupation with 
thoughts of the lost parent. 


Gates et al. (1965) noted: ‘The more adult 
phenomenon of depression as measured by 
our criteria does indeed seem minimal in our 
young children.’ Arthur & Кетте (1964) 
reported that parents were sometimes appalled 
by their children’s lack of concern. Bowlby 
(1960), on the other hand, contends ‘that the 
responses to be observed in young children 
on loss of the mother figures differ in no 
material respect (apart probably from certain 
consequences) from those observed in adults 
on loss of a loved object’, and ‘Like adults, 
infants and young children who have lost a 
loved object experience grief and go through 
periods of mourning’ (Bowlby, 1961). Bowl- 
by’s remarks are based largely upon his 
observations of children separated from their 
mothers in hospital. This is not the same as a 
child being informed that one of his parents 
has died. 

Three important questions need be asked. 
(i) To what extent do children comprehend 
the meaning of death? (ii) If they do compre- 
hend, to what extent can they tolerate the 
idea of a parent dying? (iii) Are children 
capable of the painful process of gradual 
decathexis of libido which characterizes adult 
grief and mourning? 

In the case of a child separated from its 

mother in hospital the first question is per- 
haps inappropriate, for, as Robertson (1953) 
has stated: 
To the child of two, with his lack of understand- 
ing and complete inability to tolerate frustration, 
it is really as if his mother had died. He does not 
know death, but only absence: and'if the only 
person who can satisfy his imperative need is 
absent, she might as well be dead, so overwhelm- 
ing is his sense of loss. 


In the setting of the bereaved family the child’s 
apparent misconception may lead to con- 
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siderable confusion and distress. Arthur & 
Kemme (1964) divided the problem into the 
concept of the finality of death and that of 
causality. The problem of finality tended to 
trouble only those children under age 8. They 
were convinced that though the parent was 
dead he was in another place from which he 
might return. Becker & Margolin (1967), in 
a study of children under the age of 7, 
observed: ‘Even if told the parent was in 
heaven the child would say, * What do they 
do in heaven, what do they wear there, what 
do they eat?"^ The remaining parent was 
often irritated or upset by the child's sugges- 
tion that they might buy or make something 
for the dead parent and his stubborn un- 
willingness to accept that the parent would not 
return. Arthur & Kemme (1964) were struck 
by the need to blame someone for the death 
and suggested that this might be explained by 
Piaget’s (1930) observation that the child 
tends to relate events in the world to his own 
or other people's wishes. 

Anthony (1940) devised a series of investi- 
gations to demonstrate that the child's con- 
cept of death develops as his intellect advan- 
ces. One involved including the word ‘dead’ 
in the vocabulary list of the Revised (1937) 
Stanford Binet Intelligence Scale. This test 
was administered to 91 children aged 5 to 13 
She observed that as children grow older their 
definitions of death progress from the very 
limited meanings such as ‘to go to sleep' 
to those including biological essentials such as 

when you have no pulse and no temperature 
and can’t breathe’. She found that the years 
7 to 8 are critical in acquiring a complete 
comprehension of death, This, according to 
Piaget (1930, 1932), is when Conceptual think- 
ing becomes possible and the child becomes 


capable of making generalizations. She also 
found that with maturit 


that reference to the human subject, e.g. a 
chair is “something you sit on’, is a sign of 
maturity. 

It is not easy to differentiate between a 
child's ability to comprehend death and his 
ability to tolerate that it has occurred. Bowlby 
(1961) refers to the defensive process of 
splitting of the ego. Part of the personality 
denies that the object is lost, whilst simul- 
taneously another part shares with relatives 
and friends that it is. Wolfenstein (1966) 
reported: *Gradually the fact emerged that 
overtly or covertly the child was denying the 
finality of the loss.’ She observed that: 

All our subjects could state that the parent was 
in fact dead, and could recall circumstances 
related to the death such as the funeral. Yet this 
superficial deference to facts remained isolated 
from the persistence on another level of expecta- 
tion of the parent’s return. 

It would seem that the child desperately clings 
to the fantasy of the parent still being alive 
in heaven as an acceptable half-way stage to 
finally conceding that he is dead in a coffin in 
the ground. 

The third question of whether children are 
capable of grieving is related to whether they 
are capable of tolerating the fact that the 
parent is dead. For even if only part of the 
personality has denied that the parent is lost 
forever, the process of detachment of libido 
from the object in the inner world cannot take 
place. Deutsch (1937) concluded that such 
incomplete or unaccomplished mourning in 
childhood had a disturbing effect upon adult 
psychic development. Fleming & Altschul 
(1963) reported the case of a woman of 2 
who had lost her parents in middle ad 
lescence, and who had remained fixated at 
the adolescent level of development unti 
grieving had become possible during analys? 
Wolfenstein (1966) suggests that the gradua 
decathexis of the lost object which protect 
the mourner from a traumatic release of more 
unbound libido than he can cope with doc$ 
not appear to be possible in children ай 
young adolescents. Furman (1964), on t 
other hand, believes that with assistance eve 
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children as young as 4 years old are capable of 
mourning. He states: 'It is fundamental, 
however, to make a sharp distinction between 
a child's not mourning and his incapability 
of mourning.’ His contention is that parents 
are so disturbed by the pain suffered by the 
mourning child that they do not permit it to 
proceed. Hilgard et al. (1960) observed that 
grief at the death of a parent is recalled only 
in rare instances when such a death has been 
experienced prior to the age of nine. 

Parents and other adults intuitively feel 
that children should be spared the facts of 
parent death. Harrison et al. (1967) showed 
that adults prefer to distract children from 
the topic and to deny that the children are 
upset. They state: ‘It should be emphasized, 
however, that our society has never had much 
in the way of identifiable guidelines to follow 
in dealing with children's confrontations with 
death.' Parents prefer to promote the child- 
ren's fantasies and delay for a year or more 
admitting that the parent is buried in the 
ground. They tend to conceal their own griev- 
ing feeling that it would be upsetting to the 
child. Becker & Margolin (1967) noted that 
parents admitted that they avoided the topic 
of the bereavement because they could not 
bear to face the intensity of their children's 
feelings. Thus the child's unwillingness to 
accept the event of death and to grieve over 1115 
reinforced by the protective attitude of adults. 
Furman (1964) is strongly of the opinion 
that, though it is an intensely painful process 
for both child and parent, grieving should be 
encouraged, though a consistent and unchang- 
ing parent substitute should be available. 

The evidence of Deutsch (1937) and Flem- 
ing & Altschul (1963) noted above would 
suggest that because of the restriction of the 
mourning process in children there might be 
a greater tendency to psychiatric illness in 
adults who have suffered early parent death. 
Bowlby (1961) states: ‘As in the case, say, of 
rheumatic fever, scar tissue is all too often 
formed which in later life leads to more or less 
Severe dysfunction.’ Brown (1961) expresses а 
Similar view: ‘It may well be that this type of 


trauma is likely to produce a nucleus of de- 
pressive affect which can be re-stimulated by 
subsequent rejections in much later life.” A 
large number of studies have compared the 
incidence of early parent death in psychiatric 
patients and in the general population. The 
findings of such studies are conflicting. Brown 
(1961) demonstrated a high incidence of early 
parent death in depressed patients. Munro 
(1966) did not. Using the MMPI, Archibald et 
al. (1962) and Gregory (1966) failed to show a 
predominance of depressive symptomatology in 
patients who had suffered early parent death. 


Parent death and the oedipal conflict 

During oedipal development the child 
competes with the parent of his own sex for 
the affection of the other parent. When the 
parent of the same sex dies he has what he 
has always longed for, the parent of the 
opposite sex to himself. He cannot enjoy this 
victory for, as Fenichel (1931) has pointed 
out, he is overcome by the guilt engendered 
by the fantasy fulfilment of his murderous 
wishes towards this parent. Arthur & Kemme 
(1964) observed such guilt reactions in the 
majority of 49 children who suffered the 
death of the same-sexed parent. In 13 the 
behaviour was ‘either directly or symbolically 
self-punitive or provoked and invited punish- 
ment from others’. Fast & Cain (1963) 
observed in sons who lost their fathers 
‘intense attempts to avoid positive feelings 
for the mothers and fervent feelings of loyalty 
to the dead father’. One boy had idyllic day- 
dreams about his mother combined with 
fears of castration as a retribution from his 
father. Intense jealousy may arise if the re- 
maining parent seeks a replacement by form- 
ing new sexual relationships outside the 
family. Wolfenstein (1966) has proposed that 
the child may interpret the parent’s grief as 
rejection of his incestuous strivings and 
experience anew his inability to compete with 
the dead parent. A boy reported by Meiss 
(1952) suffered from insomnia, for he be- 
lieved that each night his mother met his 
dead father in * Cockadoodle Land’. He also 
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had anxieties that she might die and reunite 
with his father forever in death. 

Death of a parent of the opposite sex 
represents the removal of the most coveted ob- 
ject. Even though the parent is dead the child is 
reluctant to relinquish hislibidinal attachment. 
He may transform this defeat into a victory 
and, by establishing an intensified fantasy 
relationship, proclaim that the parent is now 
exclusively his forever (Fenichel, 1931). 
Idealization of the dead parent of the oppo- 
Site sex was observed by Arthur & Kemme 
(1964) in 15 of 34 children who suffered such 
loss. It was particularly marked in girls, who 
strongly resented attempts to intrude upon or 
devalue the fantasy relationship with their 
fathers. All negative feelings towards the 
dead parent are denied and tend to be pro- 
jected upon the remaining parent, who is seen 
as bad and responsible for the parent's 
death. Jacobson (1965) has compared the 
striving to recover the parent with the small 
girl's longing to recover her lost penis, and 
considers this may account for the guilt 
which is sometimes present. Suicide may be 
contemplated or attempted as a reunion in 
death with the parent. An unwillingness to 
abandon the fantasy relationship results in an 
inability to enter into satisfactory heterosexual 
relationships in the real world. There is a 


tendency to form libidini 
Substitute fi 


by Neubau 
idealization 
ships are no 

Successfu 
tion is imp 


zed attachments to 
gures but, as in the case reported 
ier (1960) who transferred the 
to her stepfather, such relation- 
t subjected to reality testing. 

1 resolution of the oedipal situa- 
aired by the Subsequent relation- 
ship which develops between the child and the 


remaining parent. ‘When bereaved of the 
adult who offered j 


stein (1966) noted that in many instances the 
widowed parent arranged for the child to 
share the same bedroom or even the same 
bed and numerous unconvincing rationaliza- 
tions were offered for this. The effects of this 


differ according to the sex of the parent lost. 
When the parent of the opposite sex dies a 
strong homosexual bond may form between 
the child and the remaining parent. This may 
be due to the guilt engendered by persistent 
longing for the dead parent or as Neubauer 
(1960) has suggested, an inhibition of the 
normal oedipal hostility towards the same- 
sexed parent due to the dependence of EA 
child upon the only available love object. n 
a sense the child has accepted the remaining 
parent as a substitute for the one that is 
This process is facilitated by the fact that sn 
parent may in reality need to assume som 
of the roles of the lost parent. | 

When the parent of the same sex dies there 
is a tendency for the remaining parent X 
seduce the child. Though this may be inter- 
preted as a simple transference of libido em 
spouse to child, it may be that the parent o 
the same sex when alive, not only inhibits the 
child's oedipal longings but also the suse 
impulses of the opposite sexed wm 
Attempts to ward off the now same P 
incestuous feelings may result in the parent 
loathing the child and favouring a sibling ° 
the opposite sex as a form of ie 
Hilgard et al. (1960), in a study of adults wh 


had suffered the death of a father in childhood: 
observed that 


several men felt as though their mother had 
placed them in the position of substitute hus 
bands, and in our review of the material it ym 
to us that this had frequently been the саз 
whether the son verbalized it or not. 


Prugh & Harlow (1962) described a mothe 
whose son so resembled his dead father tha 
she could relate to him only through her 
identification of him with her husband. AS 
her own father died when she was a child, het 
denial of her husband's death was also ? 
denial of her father's death. f 
Freud (1905) proposed that the seduction 9 
а son by his mother was one cause of homo" 
sexuality. He, like Ferenczi (1914), was of the 
opinion that the competitive relationship wit 
the father had the effect of deflecting libido 
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from his own sex. O'Connor (1964) observed 
that 24 per cent of 50 male homosexuals 
compared with 2 per cent of 50 neurotics 
reported their fathers to be away from home 
for a long period during childhood or 
adolescence and 62 per cent compared with 
8 per cent of neurotics were more attached to 
their mothers than to their fathers. Kaye et al. 
(1967), in a study of 24 female homosexual 
patients and 24 controls, concluded that the 
fathers of the homosexuals tended to be 
possessive and close-binding. Thus the ab- 
sence of the same-sexed parent coupled by an 
intensified relationship with the opposite 
sexed parent may create guilt about all 
heterosexual desires. 

Meiss (1952) emphasizes the need for 
objects of both sexes when the integrative 
tasks of the oedipal period are at their height. 
Neubauer (1960) considers the timing of the 
parent death to be important. From a survey 
of 10 reported cases he concluded that the 
death of the parent fixates the oedipal rivalry 
and prevents successful resolution of the 
conflict. 


Parent death and the problems of identification 


Lynn (1962) is careful to distinguish be- 
tween sex-role identification and parental 
identification. The former refers to the inter- 
nalisation of the role considered appropriate 
to a given sex and to the unconcsious reac- 
tions characteristic of that role. The latter 
refers to the internalization of personality 
characteristics of one’s own parent and to 
unconscious reactions similar to that parent. 
It is possible to identify with a parent of 
either sex and even if one identifies with a 
parent of the same sex that parent’s sexual 
identity may be poor or even reversed. 

Recent research on hermaphroditism has 
clearly demonstrated that sex-role identifica- 
tion can be contrary to both chromosomal 
sex and gonadal sex. Brown & Lynn (1966) 
point out that ‘Individuals of comparable 
anatomical and physiological deviation 1n 
Composition have been reared successfully as 
either boys or girls.” Brown (1958) believes 


that sex-role differentation is a gradual pro- 
cess beginning some time after the first year 
and becoming complete and irreversible 
around the fifth year. He likens it to imprinting 
in lower animals. The absence of the appro- 
priate sexed parent during this critical period 
may impair such ‘gender imprinting’. 

Brown & Lynn (1966) further differentiate 
between sex-role identification, sex-role pref- 
erence and sex-role adoption. A person may 
identify with one sex but prefer to be the 
other or adopt the behaviour of the other. 
Parsons & Bales (1955) consider the family 
of orientation as split vertically by sex and 
horizontaly by generation. The child per- 
ceives himself as belonging to one sexual and 
one generational category and learns the 
behaviour appropriate to this category. Such 
learning depends to a large extent upon the 
process of identification with parents. Lynn 
(1961) has pointed out that children of both 
sexes identify initially with the mother but 
that boys must eventually shift their identifi- 
cation to the father. For this reason boys 
experience greater difficulty in establishing 
a correct sexual identity and are more vul- 
nerable to disturbances in family organization. 
The studies of Bach (1946), Sears (1951) and 
Stolz (1954) of children whose fathers were 
absent through World War II showed that, 
compared with children brought up in intact 
households, the boys were more effeminate 
and less aggressive and resembled more 
closely the girls both in behaviour and fantasy. 
Lynn & Sawrey (1959), in a study of Nor- 
wegian children whose fathers were away at 
sea for long periods, showed the boys to 
make stronger strivings for father identifica- 
tion and react to their insecure masculine 
identification with compensatory masculinity. 

The normal process of acquiring satisfac- 
tory sexual identity may be impaired by 
parent death. This is due both to the absence 
of the parent as à model and to the emotional 
responses consequent upon the parent’s 
death. Identification with the lost object is a 
feature of adult grief but in children it is 
commoner and usually takes a more dramatic 
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form, as shown by Shambaugh (1961), 
Barnes (1964), Gauthier (1965) and Laufer 
(1966). Identification occurs irrespective of the 
sex of the parent lost. Such a reaction is 
probably an attempt to deny the loss. It is as 
though the child is saying: ‘My father is alive 
because I am he.’ Eisendorfer (1943) believes 
that identification with the lost parent is an 
important condition for being loved by the 
surviving parent. The intensity of the relation- 
ship with the remaining parent may in part be 
due to such identification. 

Arthur & Kemme (1964) have pointed out 
that when the parent of the same sex has died 
there appears to be conflict over identification 
partly due to fears of vulnerability of mem- 
bers of the same sex and partly due to guilt 
over incestuous impulses. Boys tend to be 
effeminate and girls to be “tom boys’, 


The effect of parent death 
on familial equilibrium 
_ For most young animals the period of 
immaturity is relative] 
quickly, for in the 
dangers and food js 


It is accepted that overt sexual behaviour 
occurs only between father and mother, 
though sexual relationships exist between all 
family members. The functions of the family 
(Parsons & Bales, 1955) are (i) the socializa- 
tion of the child, so that he can become a 
member of the society into which he has been 
born and (ii) the stabilization of the adult 
personality. As Cumming (1961) has expressed 
it: ‘The family of orientation must, like other 
socializing institutions, be resigned to expel- 
ling its members when their socialization 
reaches an adequate level.’ The younger 
members come to acquire independent iden- 
tities, argue with and defy their parents until 
they escape into familiar limbo. This breaking 
free inevitably involves detachment of libido 
and in this sense is analogous to mourning; 
though, as Wolfenstein (1966) has pointed 
out, when the adolescent’s withdrawl becomes 
too difficult, he can temporarily return to his 
parents. 

It might be suspected that following death 
of a parent breaking away from the family O 
orientation may be more difficult and may 
be imperfectly accomplished. Archibald et al. 
(1962) gained the impression that men who 
had lost mothers expressed unusual depen- 
dency and hostility in their marital relation- 
Ships. Barry et al. (1965) observed that 
dependency was a prominent characteristic 
of 13 of 15 subiects whose mothers had died 
between the age of 3 months and 4 years, but 
of only four of 15 subjects whose mothers ha 
died between the ages of 11 and 17 years. The 
early bereaved group ‘typically showed 4 
wistful, insistent clinging to the doctors: 
nurses or other key figures for support ай 
affection’. This effect is due in part to the 
attitude of the remaining parent. Hilgard е! 
al. (1960) noted that: 

In one form of social pathology, the surviving 
parent becomes so emotionally dependent upon 
the children that the child finds it difficult to make 
a normal separation from the parent when he 
himself becomes an adult, 

Burton & Whiting (1961), reviewing studies of 
Norwegian sailors’ families, where the fathet 
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was often absent for two or more years, 
found that the mothers were over-protective 
and the boys tended to be infantile and 
dependent. 

An older sibling may either assume or be 

seen to assume the role of the dead parent. 
Rosenbaum (1963), citing the examples of a 
boy cared for by an older brother, and a girl 
cared for by an older sister, showed that in 
the absence of a controlling parent sibling 
rivalry may be intense. He pointed out that: 
The adult, having gone through the biological 
experience of motherhood, possesses the instincts 
and behavioural capacity for mothering that 
must, to some degree at least, temper the hostile 
and aggressive impulses towards the helpless 
child, wanted or unwanted. But in an older 
sibling, regardless of how normal he may be, the 
ambivalent feelings towards the younger sibling 
were intense with the most destructive fantasies 
and impulses human beings possess. 
Ekstein, in the discussion of the same paper, 
described the savage assaults of an aunt upon 
a girl whose father had deserted and whose 
mother was chronically hospitalized. It was 
considered that this hostility was displaced 
hatred of her sister whom she had tried to 
mother for many years. When libidinal dis- 
placement on to an older sibling occurs, a 
damaging incestuous relationship may result 
and intense jealousy may emerge at the loved 
sibling's marriage. 

The introduction of a step-parent creates 
problems for the children and the remaining 
parent. These have been described by Fast & 
Cain (1966). The remaining parent may be 
unwilling to withdraw libido from the dead 
Spouse. The children too may maintain a 
relationship with the idealized natural parent. 
The parent may be reluctant to permit and 
the children to accept discipline or punish- 
ment from the step-parent. Failure to establish 
à true generational barrier and incest taboo 
facilitates the development of sexual relation- 
Ships between step-parent and children, 
Benerates anxieties about such relationships 
in the parent and leads to competition be- 
tween the parent and children of the same sex 


for the step-parent. Conversely, as the step- 
parent is less threatening than the natural 
parent oedipal relationships between the 
remaining parent and children of the opposite 
sex arouse less guilt and are strengthened by 
unfavourable comparisons with the dead 
parent. For the same reason identification 
with the step-parent may not be possible. 


Conclusions 


In the studies reviewed there has been a 
gradual transition from the consideration of 
parent death as a separation of the child from 
a loved object to the consideration of it as a 
disorganization of the relationships within 
the family unit. The various disturbances of 
the familial equilibrium have been observed 
to depend upon (i) the special relationship 
which existed between the lost parent and the 
child, (ii) the relationships which existed 
between the parent and the other family 
members, (iii) the controlling influence the 
parent exerted upon other relationships 
within the family, (iv) the influence other 
family members exerted upon the relationship 
which existed between the child and the lost 
parent and (v) the influence the child exerted 
upon relationships which existed between the 
lost parent and the other family members. 

The primary disturbance remains that of the 
relationship which existed between the parent 
and the child, whatever the sex of the child 
and whatever the sex of the parent lost. The 
relationship with each parent in the real world 
is reflected by the libidinal attachment to the 
internalized parental object. As Sandler & 
Joffe (1965) have emphasized, this attach- 
ment is a source of well-being to the child and 
will not be readily relinquished even though 
the relationship to the parent in the real world 
has ceased to exist. This discrepancy between 
outer and inner reality may be perpetuated 
over a number of years. 

Whether satisfactory decathexis of the 
loved object takes place is conditional upon 
(i) the preparedness of the child, his level of 
maturity and ego development, (i) the 
attitude of the remaining parent or other 


10 


adults, their ability to comprehend their 
irrational anxieties and hostilities and their 
tolerance of such emotions in the child, 
(iii) the denial mechanisms of the child and 
the protection devices of the remaining 
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parent, (iv) the oedipal significance of the 
lost parent for the child and the effect of this 
on his relationship with the remaining parent, 
and (v) the availability and consistency of a 
replacement parent figure. 
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The shadow of the ancestor: a historical factor in the 
transmission of schizophrenia 


Ву R. D. SCOTT* Амр P. L. ASHWORTH} 


The purpose of this paper is to show one of 
the ways in which schizophrenia may be 
visited upon the third and fourth generations. 
If the parent of a schizophrenic patient has 
had an experience in earlier life of psychotic 
illness in a close relative, this psychotic 
ancestor may act as a powerful aetiological 
factor, operating primarily through intra- 
familial expectations and relationships. This 
perspective is not intended as an alternative 
to a genetic one. The place of a possible 
genetic contribution is indicated in the course 
of the paper. 

The manner in which influence from the 
preceding generations contributes to schizo- 
phrenic illness in one of the parents’ children 
could clearly be genetic and/or social (i.e. the 
social transmission of attitudes, beliefs and 
values). Up to the present the consideration 
of pathogenic influences from the parental 
background has almost exclusively been the 
realm of geneticists. Family therapists have 
contributed very little to the literature of this 
background to the family. Bowen (1965, 
p. 223) considers psychopathological influence 
from the family background in terms of Hill's 
“three generation hypothesis’, taking trans- 
mission of impairment of parental differentia- 
tion—' parental ego mass '—as the factor. His- 
torical factors in the parental families are 
inherent in the concepts employed by many 
family therapists, but there are few systematic 
Studies of specific factors. An exception 1s 
Paul & Grosser (1965), who take ‘unresolved 
Mourning’ in the parents’ background as a 
central factor. We have explored three factors 

* Consultant Psychiatrist, Napsbury Hospital, 
St Albans. 

. T Research Assistant, Family Research Pro- 
Ject, Napsbury Hospital. 


in the histories of 24 families and found a 
history of mental illness in a close relative to 
be the most important in terms of social 
influence (Scott & Ashworth, 1967). Mental 
illness in a near relative appears to be common 
in the general run of schizophrenic patients’ 
families. We find it surprising that this preva- 
lent and sometimes strongly associated his- 
torical correlate to schizogenic pathology in 
the parent-patient relation has not been 
described except by ourselves (1962, 1963, 
1965). Since we have not yet published details 
of such a family, we do so in this paper. 

The operation of this background of rela- 
tives’ illness first became apparent to us 
through studying the interaction between 
parents and patient seen together at conjoint 
therapy meetings. We found several cases in 
which a parent perceived the patient in terms 
of his experience with the mad relative, Some- 
times influence from the relative seemed to be 
expressed in a general attitude to mental 
illness; in others the parent literally saw the 
patient as the ‘same as’ the relative and 
destined for the same fate. The evidence was 
against the image of the ill relative bein g merely 
an activation product of the patient's illness. 
It appeared to have been present as a secret 
fear ever since the parent's first involvement 
with the relative's illness. Some parents 
admitted ‘looking for it’ in both themselves 
and in their children, with fears increasingly 
centring on the patient; others had feared it in 
the patient from early on (or thought that 
other people had). This, through iis influence 
on a parent's attitude to the patient in the 
pre-illness period, seemed likely to have some 
aetiological significance. An example of such 
a case is presented in detail. To put this case 
in perspective, an outline of the relevant 
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findings from 23 research families (Scott & 
Ashworth, 1967) is given below. 


Family history of mental illness 
and the parent-patient relation 

The 23 families were investigated in the 
course of family therapy, the parents and 
patient being seen together. A family history 
of mental illness was not a factor in taking 
cases into the project. A vacancy was filled by 
the next schizophrenic admission with avail- 
able parents. 

Out of a total 38 parents, 17 (from different 
families) had had experiences with ill relatives 
which were apparent in the way the parent 
saw and interacted with the patient. A further 
five parents, mostly from these 17 families, 
had ill relatives but no such influence could 
be found. Following a Suggestion from 
Elizabeth Bott, it was found that criteria based 
on closeness of kin with the ill relative gave 
substantially the same group of parents as that 
derived from exploration of the interaction. 

The ‘close-kin’ criteria areas follows: illness 
of a psychotic order (not necessarily schizo- 
phrenia) in parent’s parent, parent’s sibling, 
parent’s spouse, parent’s child, which had led 
to admission to hospital. 

One factor was found to be a 
the most pronounced casi 
à relative's illness thro 
this was that the paren 
the relative's illness a 


Ssociated with 
es of a parent reliving 
ugh the patient, and 
t had been exposed to 
t any time before the 
patient's birth. Table 1 shows how closely this 
factor is associated With outcome in terms of 
prolonged hospitalization. 


If exposure to the relative's illness had 
occurred in the first five years of a parent s life, 
theeffect was maximal. In such cases identifica- 
tion of the patient with the ill relative and me 
fate was likely to dominate the interaction an 

he outcome. m 
The Smith family, who are described in ca 
paper, typify such a case. The mother s brot Е 
became a life-long hospitalized oni ire 
first admitted when she was 2} years old. 
is described how this contributed to Paul, = 
patient, expecting quite clearly to suffer the 
fate of his mother’s brother. 


The hospital-based outcome and 
the Smith-type family 


The importance of describing the ya 
family is that this type of family is likely en 
making a significant contribution to hus 
currently occurring long-stay Bague 
Napsbury data and national data У 
1959) show that about 20 per cent O ing 
schizophrenic first admissions are 5 к 
hospital-based, and that about 60 per p^ ди 
these are from parental families. pig 
patients derived from parental families nly 
distinguished by having available and me 
involved relatives (the parents) whilst in 
remainder have lost the significant ome | 
their lives before they became hospita one 
Married patients are almost absent. Fo! on 
general run of admissions accurate data ing 
the numbers of hospital-based patients hav 3t 
parents with ill relatives, falling within m 
criteria, cannot be obtained from the een 
histories. Families guard these secrets 


Table 1. Data on 15 patients coming within the ‘close-kin’ criteria 


| No. of 
Relative's illness patients 

Before patient's birth 6 

After patient's birth 9 


Outcome for patient 


Home-based Hospital-based 
1 5 
8 1 


Transmission of schizophrenia 15 
MF* (1/8) MM} FF (1/6) FM (1/6) 
Fred (Nos of children in M F 
(schizo- М” sibs’ families) (Hilda) (Ernest) 
phrenic) 
Paul 
(schizophrenic) 


Fig. 1, The Smith family tree (with ill relatives noted). The patient, Paul, is the reference point. 
M = mother; F = father; MM = mother’s mother; FM = father’s mother; MFF = 
mother’s father’s father, etc. 1/6 = firstborn of six. In the sibling series the eldest is on the 
left and the youngest on the right. * MF ceased work at 53; ‘lazy’. MFF alcoholic; ceased 
working. + In the hospital notes on Fred, M's schizophrenic brother, it is recorded under 
‘Family history of insanity. . ." (etc.) that ‘The mother [i.e. MM] has now admitted that her 
sister, Emilie X, died in Y asylum.’ Fred's illness was classified ‘Dementia praecox due to 
insane heredity.’ As Y asylum have not kept their notes for the period of MM's sister’s illness, 
we do not know the diagnosis. Hilda (M) only ‘vaguely knew’ her mother’s sisters. They 
“were scattered’; she denied knowledge of illness in them. She thought her mother (MM) had 
five siblings with MM ‘somewhere in the middle’. { Alcoholic; ceased working in middle 


age. § Appears to have had a psychotic episode, but was not hospitalized. 


closely and erratically. A family may reveal 
one ill relative and conceal another, or even 
invent an ill relative, as did the father in the 
Smith family in order not to be left out. 
Table 1, however, suggests that a parental 
experience of a relative’s illness prior to the 
patient's birth is likely to be common in а 
hospital-based outcome. This factor was 
present in five out of a total of eight hospital- 
based patients in the research families. 


THE SMITH FAMILY 


Hilda was the mother of our patient, Paul. 
Hilda's elder brother, Fred, became a per- 
manently hospitalized schizophrenic patient, 
first admitted when Hilda was a small child. 
All her life Hilda had been haunted by the 
‘shadow’ of her brother's illness; she had 
feared madness in herself, When Paul finally 
became ill, he became to his mother, Hilda, 
the reincarnation of her brother, Fred. Hilda 
then no longer feared madness in herself. Paul 
had then become the carrier of the madness 


feared by his mother. With the Smiths, as with 
other families, the situation had become the 
very typical ‘him or me’ one. Hilda revealed 
awareness of this when she shouted once at a 
session: “If one of us has to be put away it’s 
not going to be me. I’ve got a family to look 
after.’ Evidence from the interaction analyses 
from such families shows that schizophrenia 
has a socially transferable element which is 
composed of elements of depersonalized 
relatedness. These hang over the family as a 
threat of ultimate unrelatedness— the shadow 
of madness'—and often the shadow has a 


history. 


The conceptual basis of this study 

In the nuclear family the ‘him or me’ 
situation is the rule. Only one member is 
required to be the carrier for a parent’s fear 
of madness. In the case of families with his- 
tories of mental illness how far does the same 
pattern apply to the ‘historical family” or to 
the ‘extended contemporary family”? 
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If this pattern of shadow transfer were the 
dominant mode of transmission, there would 
be a ‘family shadow’ with one carrier in each 
generation (unless both parents had ill rela- 
tives within our close-kin criteria; we have not 
yet come across this case). It could be an 
apparently dominant mode of transmission if 
there were several genetically predisposed 
children in each generation, but only the one 
selected as patient-elect develops the illness. 
This is the case we are putting forward for the 
Smith family. There are other families with 
several ill members in each generation. These 
families seem to have a quite different pattern. 

The family tree (Fig. 1) summarizes the 
evidence for illness in the Smith family. As far 
as we could discover there was only one case 
within our criteria in each generation. The 
evidence for Hilda's mother's generation is 
inadequate; we know of only one of her sisters 
who died in an asylum. There was only Fred 
in Hilda's generation. In Paul's generation 
there was, according to Paul and his parents, 
no case of psychotic illness among the children 
of Hilda's siblings, who between them had 
13 children. 

It is described in Section 3 how Hilda's 
experience of her brot 
her mother's ex 
ence of her mot 
Sible mechanis 
mother's exper 
and subsequen 
peculiar 
Ernest, fr 
action stu 
last link i 


The ‘ 


might have made 
her four siblings, 
he carrier of her 
5 there anything in 


more liable to become t 
brother's shadow? Q) Wa 


the pre-illness relationships in Paul's family 
which might have led Paul, rather than one of 
his three siblings, to become the vessel of his 
mother's need to see her brother's illness in 
another person? (Mrs Smith saw no long- 
standing abnormality in Paul.) 


Methodology 


Knowledge of the family was mainly pe 
through seeing Paul, the patient, together wm 
his parents, for family therapy interviews. Inter 
views were held in their home for the e 
18 months, the period preceding Paul's firs 
admission, and in the next 18 months either 2 
hospital or at home. Meetings lasting 2 ps 
were held every 2-3 weeks over a 3-year реле и 

At the meetings the interaction. was un 
governed by Hilda covertly seeing Paul the sa! 4 
as her insane brother, Fred. The ај“ 
of the past was based on patterns found in D 
current interaction, on the histories given by i 
participants and on the data recorded in ast 
hospital notes on Fred. In reconstructing d 
relationships we have entirely confined ours¢ tly 
to features of relatedness which were wr 
observed among the family members, and - sey 
we have usually experienced by being inten o 
involved in them. For instance, the reaction he 
Hilda to silence in another, which is one gis 
central relationship patterns, followed back p 
the past. d. 

The hospital notes on Fred are unusually p 
They give details of his behaviour and sympto 
typical of chronic schizophrenia, periodic d 
ments on his parents’ behaviour, and à ле 
graph of Fred. This photograph confirmed Hil lay 
statement that the similarity of Paul to Fred it 
in the "image"; there is an unmistakable similar 
in the forehead and eyes. The notes dest 
Fred’s intensely guilty mother and how en 
played up her guilt about his being in mot 
Paul acted in a very similar way with his mor t 
Hilda. These notes provide the reference P st: 
in the reconstruction for ‘actualities’ in the Pon 
The information they give virtually gone, 
that Hilda's pathological relationship with "n 
had not just come into operation with his n 
But, it must be Stressed, the evidence fow е5$ 
and other families suggests that the pre 5 
family relationships were not, by any me 
identical with those found after the illness- Pe 
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Paul's breakdown Hilda did not have the abso- 
lute conviction that Fred's shadow was in Paul. 
She had feared it as ‘something near her’ which 
terrified her. Also, an overt and dangerous 
parental conflict, which threatened the parents’ 
lives and sanity, ceased after Paul's illness. It then 
took place covertly through Paul. 

Techniques for selecting significant variables. 
(1) The most effective insights which crystallized 
our understanding of the family were given by 
attribution analyses. These are personality pro- 
files, usually of part personalities, built up by 
listing the attributions made about themselves or 
each other from taped interaction. This method is 
employed to present aspects of the family on pp. 
21, 23 and 26. (2) Methods for selecting variables 
common to numbers of the 23 research families 
(Scott, 1965). An example is ‘The mothers’ views 
of the patients as children’, by which a composite 
image was obtained representing a number of 
families. This method introduces a quality of 
generality into sections of the presentation. These 
parts are labelled. (3) Methods for scoring taped 
interaction were extensively employed. For the 
present purpose these analyses have shown how 
elements of relatedness become severed and 
thereby depersonalized into ‘its’, the its becoming 
seen as ‘illness’, and they showed how these 
elements of illness were transferred from parent 
to patient (Scott & Ashworth, 1965). For example, 
‘mother invades and disturbs my thinking’ be- 
comes ‘it invades me from my Mum’ becomes 
‘it grows in me’ becomes ‘it’, seen in psychotic 
terms as ‘illness’. 


The presentation of the Smith family 


This is structured in eight sections: (1) 
a description of our first meeting with Paul 
and his parents; (2) an overall picture of the 
family and its setting in the community in 
which they lived, including the main organ- 
izational force which shaped the family as а 
whole and determined its relation to the 
community ; (3) Hilda’s background, centring 
on her mother and Fred; (4) Ernest’s back- 
ground, but more briefly; (5) the convergence 
of the influences from their respective back- 
grounds when Hilda and Ernest married; (6) 
à reconstruction of Paul's pre-illness period 
9f life, and the way in which he became the 
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object of the forces from his parents' own 
backgrounds; (7) the form these elements 
took after he became ill; (8) a picture of the 
contemporary interaction. 


1. The first interview 


We first met the Smith family in 1962 in the 
admission room at the hospital. Paul was attended 
by both parents, who were anticipating his 
admission. He sat between them. The father was 
totally absorbed in gazing at Paul, scarcely look- 
ing at all in therapists’ direction. Paul would 
periodically turn to support his distracted mother 
with a gentle concern, but, prompted by his 
anxious mother, he revealed that for some time 
he had been looking into mirrors at home. On the 
previous day the image in the mirror had 
‘changed’; he saw himself ‘changing into an ape’. 
He told his parents, and at the interview the 
parents gave us the terror-struck impression that, 
in the middle of a housing estate, one of their 
sons was turning into an ape. ‘Has it ever hap- 
pened to anybody before?’ asked the mother, 
breathless with anxiety. 

The family were asked to wait outside whilst we 
deliberated. The mother used the opportunity to 
return and see us on her own. She wanted it 
established that Paul was suffering from ‘imagi- 
nation’ (which, to this particular mother, meant 
madness). She ‘must know’. Hilda (the mother) 
then told us, in effect, that she saw Paul as a 
reincarnation of her brother who became a 
permanent hospital patient. She expressed the 
agonized feeling concerning her fear that Paul 
would be put in a ward amongst a lot of ‘lost 
patients with nobody to talk to when he felt the 
need’, The same words, she revealed, were said 
to have been spoken by her own mother when 
Fred was committed to hospital. When we told 
Hilda that we were going to treat Paul as an out- 

atient she looked grim and confused. It was clear 
to us that Hilda regarded this ‘diagnostic’ inter- 
view as an official confirmation of the location of 
the shadow of her mad brother in Paul, and as a 
‘last rite’. ‘ А 

In our view Paul was not schizophrenic at this 
time. There was no thought disorder or delusions. 
He communicated freely and rationally. He saw 
himself as sick, through having lost his confidence 
and having to withdraw. He described the episode 

of perceptual distortion and expressed fear of 
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going mad. We accepted that there was a real 
danger that he might become psychotic. 

Hilda's view of Paul from the start was global 
and unmitigated. Again when he was not present 
she told us: *Paul is an insane person.' *That's 
what I said,' she replied curtly, when we had 
managed to query this view. 


2. The family and its setting 


TheSmith family consist of the mother, Hilda, 
aged 44 years; the father, Ernest, aged 48 years; 
their three sons: Edward, aged 21 years, Paul, 
18 years, Richard, 16 years, and a daughter, 
Alice, 14 years. Hilda, a mother rating high on 
our persecutory anxiety scale, is a small tightly 
anxious woman who had tried very hard to be a 
good mother. She was constantly tortured by her 
anxiety, very controlling and always on the look- 
out for criticism. She was not aloof but emotion- 


ally alive and impulsive. As she put it, ‘I have to 
come out with things,’ 


The father, Ernest, appeared at first sight to be 


y. He seemed an easygoing 


All three sons had st 
where their father wi 


individuality. 
The parents s 


Separated themselves fro 
local communit dam 


, dr 
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identity were not fulfilled both parents would feel 
themselves to be nothing. This led to intense 
competition for possession of the children. Thus 
they had the common but, in fact, quite unshared 
value of 'devotion to the family’. This value 
was central and a most powerful shaper of the 
family organization that is being described. 
Neither parent had any diversion apart from the 
children. Ernest had not been to a public house 
for 20 years. ‘I wouldn't drink because the 25. 6d. 
could buy something for the children." They never 
went out together without the children. — 
years ago they had once gone to a eines 
together, but they stayed only an hour owing E: 
worrying about the baby Edward, left hee 
baby-sitter. As they returned they heard the 
crying. They both instantly decided рез n 
leave their responsibilities again’, The er 
estate on which they lived had a reputation s 
hooliganism and, for Hilda, it was also populat 3 
by a jungle of fears taken over from her me a 
concerning violence and sex abroad in the t 
In Hilda's youth her mother had laid down din 
Streets, even the sides of the streets, where Hi З 
was permitted to walk. She felt persecuted as 2 я 
passed and began to have doubts about ne ^ 
She feared that others outside the home might * 
looking at her or talking about her. ТО ^ 
extent this could also be said of Ernest, mum 
his own mother's fears, but he did not realize 1 
Connexion with these fears about the outer WO” 
because Hilda had them so intensely. ig 
Thus under the value of ‘devotion to family " 
containing a longing for closeness, and бо 
dence" (of the world outside) through ni 
Persecution’, the parents tried to seal their pt t 
off from the community by making ЛЕ “he 
sufficient. Whereas other children might jon the 
recreation centre on the estate or join gang, à 
Smiths had their recreational needs provide а 
home. The home was a fortress and the ар 
Community centre was shunned in рај 
turning the home into a community centre. T i 
tiny house bulged at the seams. In one wee’ 
crammed with three boys, there was à iam 1 
tennis set, a small billiard table and a darts vase 
With the Smiths it was ‘all for the child'® e 
Looking ahead to the period when Paul neon 
ill a large part of this devotion to the ehil nt^ 
became absorbed into "doing it all for the pare hi 
Which is the value which gives the patient 
central place in the majority of our families- 
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3. Hilda's background 


Paul's mother, Hilda, was the youngest of six 
children by seven years and was, according to 
her, born in the same year that her eldest brother 
was admitted to hospital with schizophrenia. He 
died in that hospital 31 years later. Hilda's 
mother's sister died in an asylum sometime before 
this. 

Hilda's position was as the 'baby of the 
family’. She described her childhood as being 
dominated by the ‘shadow’ of her brothers 
illness. She said: *I lived with the illness of my 
brother for years and I could never get away from 
it. I was virtually an only child, with my brothers 
and sisters mostly grown up and married. It was 
different for them. They had their own families. 
Fred wasn't existing for them as he was for me.” 
This does not make it clear why Hilda should 
necessarily have had the role of being the one 
who became closest to her mother in her night- 
mare about her son, Fred. In fact, Hilda's next 
sibling was a 7-year-old girl. However, all Hilda's 
recollections about her childhood rotate around 
her mother with whom she felt herself to have a 
“special place’. This special place, she felt, had 
become hers because she had been born at a time 
when ‘Fred had just been taken away’. Hospital 
case notes record her brother's first admission as 
being 23 years after Hilda's birth, that he had 
been on active service in France during the 1914 
war and was demobilized (not on medical 
grounds) one year after Hilda's birth, and that 
Fred had worked for a year before being admitted. 
Allowing for the ordinary latitude of speech, ‘just 
having been taken away’ does not cover 2} years 
later. It may be that the motive for dating the 
onset of Fred’s illness and his first admission 
about 3 years before it occurred was the family’s 
need to establish the illness as resulting from 
Service in the war. However, this was only one 
facet of a larger family complex. It seemed to us 
likely, from the whole tone of her account, that 
the coincidence of Hilda's birth with her brother's 
admission to hospital was a family legend, part of 
Hilda’s special and legendary place in the family 
as ‘Baby Joy’. She felt she was all her mother had 
left when her brother was admitted as an ‘insane 
Person suffering from dementia praecox, due to 
‘sane heredity’ (hospital notes). 

As the baby of the family, Hilda remembered 


19 


herself as having been the ‘apple’ of her mother's 
eye, and from all present indications and descrip- 
tions of the past, was contained in a prolonged 
symbiosis with her mother. Hilda gave the follow- 
ing description of her early life in which everything 
centred on her brother's illness. Hilda had never 
known her brother sane, nor did he ever attain a 
personal identity for her. She knew him as a 
mental patient and could not remember seeing 
him for the first 5 years of her life. (The hospital 

notes record Fred as having 10 days plus one 

weekend at home during the 31 years, the last 

being 19 months after admission, when Hilda 

would have been 4 years old.) However, although 

he was absent in hospital, he was always there at 

home as са presence’; this ‘presence’ was to 

Hilda much more real than the Fred in hospital. 

The ‘presence’ was created by, and responded to 

by, her mother—' Mother cried and cried. She 

could never let Fred out of her mind. He was 

there all the time. It made my mother an old 

woman. She went from black to white in a 

fortnight', according to the legend. Hilda grew 

up in a bleak household in which any sign of 

childish high spirits was seen by her mother as an 

affront against the dead. 

When Hilda was 5 years old her mother took 
her on the weekly visits to Fred in hospital. Her 
mother's life was governed by these visits. Sun- 
days became the centre of their existence. The 
first half of the week was determined in mood by 
‘How he had been’ on the last visit, and the 
second half spent in dread and anticipation as to 
‘how he was going to be on the next Sunday’. 
There were little practical preparations for 
it. 

Thus Hilda’s experience of Fred’s illness was 
mainly her mother’s experience. Hilda herself 
remembered Fred as ‘lost’ and almost mute. 
She did not think he recognized them. 

We know from the families of hospital-based 
patients that this description given by Hilda of 
her mother and the mother’s schizophrenic son is 
authentic. It applied equally to Hilda and Paul 
at a later date. We can say with some certainty 
from similar cases that Hilda’s mother could not 
let Fred out of her mind because she feared he 
would be ‘forgotten’, in the sense that if she 

ceased thinking about him he would somehow 
cease to exist and she would have been responsible, 
but at the same time she would have seen him as 
her ‘lost’ son who would never return (Scott & 
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Ashworth, 1967, pp. 116, 123). No less than 11 
of our 23 mothers of both home- and hospital- 
based patients have expressed this agony in 
almost the same words: ‘What will happen to 
X [the patient] when I'm not here.’ Hilda's 
mother can have seen no solution, except through 
Hilda, to the tortured conviction that when she 
died Fred would, in a sense if not in actuality, die 
too. (Separation felt like death: closeness pre- 
vents death.) In the event Fred, in the hospital 
notes, was noted within a month or so of 
his mother's death as ‘looking very pale—Hb 
50 per cent from internal haemorrhage’. He 
died 18 months later through cancer of the 
stomach. 

Our parents organized many rituals around the 
fear of ‘him being forgotten’, A rating of the 
forms of behaviour in patients most deeply 
feared by parents showed ‘saying nothing + doing 
nothing’ to be the most common (violence was 
second). What Fred’s mother could never get over 


utting him in an 


tray, complete with napkin 


every Sunday fi i 
oh ry y for 31 years, According 


Was dying, her final 
was now married and 
Never forget Fred,’ 


4 Fred. Н i 
experience had become locked j 4, 


: Tuns right t 
reconstruction into the cu Е rough the 
the interaction, 


How Hilda got the ‘shadow’ fy 
Е от her ] 
When Hilda told us that she had been “the apwi 
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of my mother’s eye’, she flushed with pleasure; 
the symbiotic positive feeling was still very much 
alive. In her childhood there was one condition 
for her to occupy this place in her mother’s affec- 
tions: if Hilda did anything which her mother 
saw as a violation of her continual preoccupation 
with dread and mourning Fred, the mother would 
withdraw affection. Especially disapproved were 
childish high spirits, personal pleasures and 
satisfactions, or any revolt against her ЕЕ 
Victorian discipline. Having obtained Hilda | 
allegiance over Fred as the price of her Жаз 
Hilda's mother sealed it beyond all question 0 
revolt in the manner now described. А 

Hilda's mother ruled the home. She ruled а 
under the stern moral injunction, “Respect E 
obey your parents' (Victorian matriarchy); 
"Mother's word was law’. But, by Hilda's ow 
account, she was by no means just à Lyn 
daughter, and we, through our own ues 
found her feeling to be far too spontaneous 10 ne 
her as ever being compliant. Her mother had € 
infallible weapon for dealing with disobedien! Е 
‘She went silent,’ said Hilda. This silence WaS 
form of attack much worse than words. rea 
Out from her mother’s affections, Hilda e 
drained of her identity as well as deeply pw" 
by the condemnation she felt in her xe 
silence. All her criticisms of her mother lost es 
reality; they became disqualified without а ‘rater 
being said. Hilda felt threatened by what she 16 
realized was a fear of losing her mind. fro 
mother's many years of ordeal by silence ! n. 
Fred should be remembered in this connexio 
Hilda always had to climb down first ag 
apologize, so as to close the distance. Altho d 
Hilda found the ordeal by silence through this 
unbearable, she never dared to challenge the 
central allegiance of her mother’s life. Her mo id 
might never have spoken to her again. Hilda but 
finally revolt when she was 16 years of ago 
her mother was then getting frail. sese ta 

The axis value, We had many occasio" and 
Observe Hilda's inability to stand silent ce 
how it caused her to doubt her mind. If à 5! ng? 
fell she would be forced to ask us: ‘Am T wre ой 
Then in order to be ‘right’ she would a b» 
her opinion or adjust it to what she pae ^ б 
other person was wanting, without cone ga 
logical continuity. Thus, in face of anxiety» zy 
Opinions could be a series of contradictory $ 4 of 
in the wind without a centre or a real stand? 
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judgement. To Hilda ‘Am I wrong’ meant ‘Am I 
mad', whereas in her early life with her mother it 
meant had she been disobedient and not shown 
respect to her mother. In the current situation the 
Opposite of ‘respect for mother’ (i.e. Paul's 
mother, Hilda) was seen not as disrespectful 
behaviour but as *mad'. This was exactly how 
Paul expressed it when we first saw him: ‘I knew 
I was ill when I ceased respecting my mother." 
We have termed this the ‘axis value’ in the family 
(Scott & Ashworth, 1965). Paul really believed 
the value. It was the hub of his relationship with 
Hilda, the balance between sanity and madness. 
The value contains the heart of the patient's 
loyalty to the parent, and its part in leading the 
patient to introject parental pathology is clear. 
The value probably goes back at least to Hilda's 
mother's father who, as the only image of a 
strong man in the whole picture, was visualized 
by Hilda as standing behind everything like an 
Old Testament Jehovah, a stern and forbidding 
Victorian tyrant, who had ruled the family with 
a rod of iron. Once at a meal in his house Hilda 
remembered putting a hand on his perfectly 
polished table. ‘His stick came down with a crack 
and split my plate in half.’ 

We do not know if Hilda's mother had been 
the carrier of her sister's illness. There is an 
intimation in Fred's notes that Hilda's mother 
had her sister's illness on her mind when Fred 
was first admitted—' The mother now admits. . .", 
etc. Nor do we know Hilda's mother's birth order, 
but in Hilda's case, if we accept, as we have done, 
Hilda's picture of herself as the one with her 
mother over Fred, then Hilda must have been 
the carrier. The picture of Hilda's very exclusive 
relationship with her mother, through which she 
formed the connexion with Fred, had all the hall- 
marks of symbiotic relatedness, of symbiosis 
prolonged beyond infancy (see Searles, 1965, 
pp. 321, 524, 728, 734-5). We may infer that 
Hilda's position was to save her mother. Born, 
according to the legend, at the same time as her 
brother was *taken away' and known to all the 
family as ‘Baby Joy’, she appeared to have been 
her mother's only hope of redemption— all that 
She had left’ in face of the profound disqualifier 
of motherhood, insanity in one of her (that is 
Hilda's mother) children. In Section 6 some 
Pointers are given as to why Paul rather than one 
Of his three siblings took over the burden of 
Fréd’s shadow from Hilda. - 
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4. Paul's father's background 


Paul's father, Ernest, 4 years older than Hilda, 
was born 3/4. He described a very emotionally 
deprived childhood: ‘Му parents were poles 
apart; there was never any affection in the home.’ 
Ernest’s father had drunk, ceased working in 
middle age and ‘sat in a corner’. (It is worth 
noting that Hilda's father also ceased working in 
middle age, sat at home doing nothing except 
gambling away the family's slender resources.) 
The following personality profiles outline the 
situation. 

Personality profiles. Group A: Father saw his 
mother as ‘Suspicious; feeling persecuted; seeing 
evil intentions in others; estranged from neigh- 
bours; innaccessible; Victorian; rigid; prejudiced ; 
narrow-minded; the boss; seeing things black and 
white; not allowing closeness; suffering; un- 
forgiving.’ 

Group B: Father saw his father as * Perpetually 
angry; depriving the children through drink; 
having a chip on the shoulder; impossible 
to please; quiet; lazy; ignored by the 
family’. 

Ernest described himself as a youth as standing 
out against his mother’s suspicions and prejudices 
in the following terms: ‘independent; tolerant; 
fair-minded; unprejudiced; challenging; having 
own opinions; outspoken; different from siblings; 
excluded; the black sheep; disapproving of his 
parents’. Thus Ernest pictured the early promise 
of himself as a young man setting out on life. But, 
in fact, he had found life empty and relatively 
meaningless, as it had begun. To explain this 
emptiness he took refuge in fantasies about a 
miscarriage of destiny—like the missing first page 
of a book. There was an alternative beginning 
which, had it not been thwarted, would have led 
him to his true life and untold fortunes. An aunt 
in South Africa had, in his teens, offered him a 
position in her business, but his mother stopped 
him going. One would have guessed at none of 
this from meeting him casually. He seemed 
ordinary and easygoing, chatting to anyor? he 
met. But, if one listened carefully, it would soon 
become apparent that he was stealing pages from 
other peoples’ books in order to furnish his own 
mind. He might literally repeat what Paul, for 
example, had just said, and really Seen it to be 
his own. This we call ‘mirroring’. It is ironical 
that to the question *What is the most important 
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thing to hold on to?' he replied, * Your own 
identity; keeping your own opinions no matter 
what happens.’ The nature of this ‘mirroring’ is 
conveyed by the following example in which 
Paul had just realized for the first time what his 
father was doing. 

Paul/F: * Oh, Гуе been talking to myself all the 
time. You just reflect me, father. I don't know if 
you really mean it." 

Еј Раш: * What I'm worried about, Paul, is that 
you feel that I may not mean what I say. I do 
mean what I say; it's a true reflexion." 

Paul/F: * You said "reflect". I don't like your 
use of the word.” 

F/Paul: `Гт not reflecting you. I was speaking 
from my real self. I didn't mean it like that— 
"reflecting" was not the right word.’ 

Раше: * You don't disagree to the extent of 
disagreeing. I seem to be reflecting something, 
and something is reflecting back to me—so canny 
—you don't give yourself out,’ 

In this ‘canny’ way the father hid behind Paul, 
always half a step behind like a shadow to his 
thoughts; but at the same time he would often 
imply priority as if he had thought it first. It was 
a pseudo-symbiotic relati 


on containing omni- 
potence. After Paul disc Е 


Overed it, he told his 


motivation for doing so w 
transparent than Ernest's, 

In Section 5 the featur 
backgrounds developed in 
brought together in the m 
Ernest. The forms they th 


es from the parents’ 
Sections 3 and 4 are 
arriage of Hilda and 


Paul's. pre.ill 
focus is nar 
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5. The parents’ marriage, its history 
and Paul's position 


It has been described in Section 1 how both 
parents longed for a 'close relationship" when 
they married and how, failing to find this, they 
"put everything into the children’, It is clear from 
the group A attribution list (F's view of РЭ 
mother) why Ernest could not allow this close- 
ness; he had (in Hilda) married a woman ra 
closely resembling his mother, a woman who ~“ 
herself to ђе intensely anxious and persecute n 
à mother from whom, in his picture of himse 
“as а young man’ (group D), he saw himsel аз 
standing apart proudly, beyond her prejudice 
and influence. Hilda, who in the courtship onem 
had taken Ernest's quietness for strength, ока 
she had married а man who was locked in ee 
and kept her out of his thoughts (group С. о 
her view of father we agree; we found HET 
for concealment could be quite threatening.) ih 
Hilda the group C attributions equal a person xd 
is ‘closed’ and who is actively withholding fr s 
her the necessities of life in terms of "eun 
Group C also contains those attributions Hi г. 
made about her mother when she ^ went pam at 
In marrying, Hilda had once more put herse 8 
the mercy of silence in another, but this was pe 
a sector of her view of her mother. Hilda . o 
on her mother’s black and white certainty 
judgement. * Her word was law,’ said Hilda. Plo 
ever, Ernest not only locked Hilda out, he ol 
passed few judgements; he took the casy pum 
being the ‘good’ parent with the children, У un 
Hilda did the disciplining. Worst of all, she d 
that her husband had a way of quarrelling ей 
her that somehow threatened her sanity pe 
more than silence, but so long as her mother 
alive Hilda was relatively protected. thet 

Twelve years after Hilda's marriage her po 
died and the main burden of Fred fell on ly 
who now sought refuge in Alice, her «Ber 
daughter, who was about 14 years аре па 
cause’, said Hilda, ‘in terms of closeness r hef 
no one else to turn to,’ Eighteen months ape am? 
mother’s death, Fred died, and at about the NU 
time Hilda had a stillborn child, а boy. А oti? 
Point she is believed to have had a PSY da» 
episode. It was around this period that ty і? 
with some Justification, began to fear insan! red 
herself. The deaths of her mother and 9 ter” 
resulted in the central triad of Hilda’s life P? 


* 
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Table 2. Personality profiles 


Attribution analysis 


— 


Group C: M/F and Paul 
as ‘closed, non-giving’ 


Self-contained A rebel 
Never argues* Challenging 
Uncommunicative Fair-minded 
Never rows* Unprejudiced 
Never ‘has it out'* Principled 


Never apologizes* 
Never wrong* 


Group D: F/F (young man) 
— was’. Paul/Paul—* becoming’ and Раш 


Having own opinion 
Not going with crowd 


= 


Group E: M/*Others/F 


Popular 

Get on well with authority 
Pleasant 

Nice natured 

Agreeable 

Tolerant (— unsupporting to M) 
(All these are disqualified with 
utter scorn and sarcasm by 

M. See below.) 


Not open Non-accepting 
Reserved Disapproving (of parents) 
Secretive Different from sibs 


Unappreciative 

Doesn’t ‘talk things out’ 
‘Takes it all in’ 
Inaccessible 


Black sheep 


Notation. M/F and Paul = M’s view of F and Paul, etc. All the group profiles are part persons of the 
whole profile given, divided on the basis of similar qualities, i.e. group C = ‘an ungiving person’. 
Group C. Attributions common to M's view of F and Paul as a ' person who is closed to M; gives nothing 


to M; does not let M in’. 


Group D. F's view of himself as a ‘young man of promise’ = What Paul, in his view of the ‘not ill’ 
part of himself, is becoming = All the things that M implies in groups C and E that Е #5 nor. 

Group E. How M thinks that ‘others’ see Paul and F. All these are qualified by M: * They get on with 
everybody because they never argue; they agree with everyone; everyone says how lucky I am to have 


Ernest." 


* Those also applied by M to that sector of her mother's personality expressed by her mother ‘going 


silent' instead of making a row. 


being reconstructed as follows, taking four periods 
of her life: (1) Hilda's mother-Hilda: Fred. This 
pattern had prevailed since Hilda’s earliest years. 
(2) With the death of her mother the pattern 
became: Hilda-Alice: Fred. (3) With the death 
of Fred the pattern became: Hilda-Alice:?. 
(4) After Paul's illness, 9 years later: Hilda- Alice: 
Paul. Alice was still Hilda's closest symbiotic 
partner. 

It has been described how the shadow of Fred's 
illness had become locked into Hilda's life. In 
period 3 after Fred's death, it was the *? that 
tortured Hilda—who was going to be next? 
During the 9 years of period 3 Hilda was tortured 
by the fear of insanity in herself. She became 
almost housebound for fear of what she imagined 
the neighbours were thinking of her. She censored 


what she was going to say. ‘Would it be thought 
mad if I said this?' she would think. The shadow 
of her brother's illness had come between herself 
and others. 

In period 3 the rift between Hilda and Ernest 
became more serious. Following the stillbirth, 
they ceased having intercourse. Their quarrels 
must have become quite dangerous. On one 
occasion, which she could never forget, Hilda 
had taken a knife to Ernest. She pleaded with him 
not to send her ‘away’. Paul's brea:down finally 
saved them, since after Paul became ill their 
quarrels. ceased completely. The conflict had 
become covert and it took place through Paul. 
We know this from analyses of the interaction, 
dating from our first interviews with the family. 
A glance ahead at the findings of these analyses 
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is necessary in order to understand the nature of 
the pre-illness conflict and the part it played in 
the development of Paul’s illness, 

The parental conflict after Paul's breakdown. 
The tragedy of Ernest's life was that he had no 
Satisfactory identity; the tragedy of Hilda's was 
her crucial need for the identity of ‘good mother’ 
if she were to avoid the identity she feared as 
"тад". Available evidence supports the view that 
Ernest regarded Paul's illness as a God-sent 
opportunity to be of significance in life. The 
father had gained a secret mission—to save Paul 
from his mother. 

Attribution analysis of group profiles C, D and E. 
The majority of attributions Which Paul made 
about himself ‘now’ applied to ‘illness *, but there 
was alsoa group expressed by group D, in which 
Paul saw himself as emerging from his past self. 


shut in’ person or as a ‘compliant’ person, these 
views being closely in line with his mother’s Views 


] а а revious 
ed in, compliant’ Self, could at dme be 
challenging’ ; ‘rebellious’; ‘outspoken’; he be- 
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disqualification of these in group E—‘ popular’ 
(because he never argues and agrees with every- 
body)— negate absolutely the qualities in this list 
and also those in group D—'a rebel’, sehalengr 
ing’, ‘having his own opinions’, ‘black sheep > 
‘outspoken’, etc. In our view Hilda's description 
was reflected absolutely by Ernest. He was not 
‘challenging’ or ‘outspoken’ to Hilda about her 
view of him; instead he used Paul as the spear- 
head of his attack on Hilda, and Hilda, seeing the 
Same attributes in Paul as in Ernest (groups Е, 
and E)—‘They are like two peas in a род“, sa! 
Hilda—also used Paul against Ernest. The 
Parental conflict was conducted in the most 
Profoundly covert fashion. There were | к. 
quarrels between the parents. Under cover i 
“agreement ’—‘That’s just what I was ein 
they would then give Paul completely contra ~ 
tory advice. Мо opposition was admitted, 
names mentioned. Ernest called Hilda's influen¢ 
оп Paul ‘it? which would seem like Paul's m 
Ernest was so covert that it has not been poss 
to get a list of his attributions to Hilda. If t 
attributions to Ernest implied what ће ‘was we 
rather than what he “was’, Ernest literally reie 
this. In mirroring Paul he did indeed say W за. 
others wanted to hear to the point of being Ks 
body; but on the positive side Ernest was aW 
of both his own and Paul's fear of invasion n 
Hilda and he Sought to empathize with Paul а 
Support him. 

This use of Paul was closely associated W n 
transfer of the shadow in the form of fragm" 55, 
of Hilda's ideas associated with Fred's per 
appearing in what Paul said. If Paul ies nce 
actively Wrestling with Hilda’s invasive pr 
and Ernest then covertly attacked Hilda thro his 
Mirroring Paul, Paul would go passive ап li 
thinking disintegrated into these deperson? 
fragments from his parents. rt ws 

Parental conflict before Paul's illness. ict int? 
Over a year before we got the covert pet 
the open. Through its direct expression per, 
the parents we were then able to discover or? 
Ernest had threatened Hilda so profoundly i 10 
Paul's illness, Tt was related to mirrorin gs 
Stealing a Page from another's book. At up. 
Hilda Would suggest Something to Paul. ра! 
might then say “I was thinking yesterday nad 

Er ', and he would then mirror what Hi а! И 
Said to Paul, Ernest would claim to have "m. 
first, but this did not threaten Hilda; it CO" 


ith the 
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Paul. By contrast, an example of the direct conflict 
went as follows: Hilda described how, on a 
particular occasion, she had gone to see the charge 
nurse of Paul's ward about an issue. Ernest then 
gave an account of having done the same thing, 
apparently on the same occasion. He just 
announced this without apparent awareness of 
his wife's statement. Hilda became desperate. 
She had done it and she challenged him with the 
evidence. Ernest agreed with her, then shifted. 
He had, he said, done it on another occasion but 
prior to his wife. With each subsequent challenge 
he shifted his ground again, vanishing before her 
to an earlier occasion still. *Now I remember, it 
was on...’ He never admitted error or contradic- 
tion. Hilda finally screamed and he called her 
‘mad’. Hilda might have sought in the first place 
to score *one up' on Ernest, in terms of being 
the one who had to see to things. Ernest did not 
admit to feeling displaced, he displaced Hilda by 
taking over Hilda's act and denying the reality 
of her faculties. Hilda could not close the 
distance between them because Ernest did 
not admit there was a distance to close. He 
had not said she was wrong. There is no doubt 
in our minds that Paul's illness saved Hilda 
from being driven into insanity by Ernest, and it 
may have prevented a very tragic outcome since 
Hilda had felt herself so invalidated on one 
occasion that she had attacked her husband with 
a knife. 

In Ernest's account of his very empty childhood 
there was one thing which brought a twinkle of 
recollection to his eyes, but which is a likely pre- 
cursor of this mirroring. He told us of various 
forms of practical jokes he used to play on old 
ladies. These jokes were really vanishing tricks 
designed to leave the old ladies frightened and 
mystified. He would perform these acts by causing 
things to happen without anyone apparently 
being there, e.g. jiggling objects on threads in 
front of their windows, or covering himself with 
à sheet and fleeing into the night when the old 
lady answered the door. Mirroring is a *vanishing 
trick" for if one replies to one's own mirrored 
Tesponse there is nobody there. Paul's father 
Could not stand exclusion any more than Hilda 
could, but he could not admit it. Even at the first 
Crisis, when Paul lost his identity and thought he 
Was changing into an ape, his father had to be in 
9n it by playing monkey tricks too. He put on 
his wife's Spectacles to divert Paul, who screamed 
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in terror. The element of the practical joke behind 
the mirror had assumed a sinister form. 


6. Reconstruction of the mother-in-Paul 
relation: pre-illness 


From what has been said the father’s influence 
could be seen as more destructive and sinister 
than the mother’s. In relation to Hilda and Paul, 
Ernest was really an outsider, who by devious 
means got ‘in’ after Paul’s breakdown. At inter- 
views the central intensity of feeling was always 
between Hilda and Paul, and it was governed by 
the dread generated by Hilda seeing Fred in Paul. 
In this section we concentrate on some historical 
aspects of the mother-child relationship between 
Hilda and Paul, with the aim of reconstructing 
the way in which we think that Paul became the 
patient, and why it was Paul and not one of his 
siblings who became ill. 

It is very difficult to discover details of a 
schizophrenic patient's pre-illness life in a family 
in a significant and convincing form. As far as we 
know there is no such account in the literature. 
This, we believe, is due to what we call ‘closure’, 
a cutting by severance of all pre-existing human 
relatedness between parents and patient at the 
first breakdown. Thus a satisfactory description 
can be given only in cases of successful therapy 
where the pre-illness relations have been allowed 
to live again. In Paul's case, though we know 
more than can be stated here, we could by no 
means give an adequate account. We know 
enough, however, to be able to follow through 
the main patterns focused in the parental back- 
grounds. The variables used in the reconstruction 
of the earlier period are common to most families 
in which the mother was the more pathological 
parent. In Table 3 the first four variables are 
taken straight from phrases used by the mothers 
in ‘their view of the patient as a child’. The 
figures give the number of families out of 23 
research families in which the attribution was 
made. 

The mother-child relationship between Hilda 
and Paul. Being a mother was the central role in 
Hilda’s life. Being a wife formed no part of her 
identity. But Hilda was extremely unsure of her 
identity as a mother—she had to prove that she 
was a good mother to prove that she was not 
mad (axis value), and she was tortured by 
persecutory anxiety. She invariably feared the 
worst, and we saw her as fearing separation more 


26 R. D. Scorr AND 


P. L. ASHWORTH 


Table 3. Variables used in the mother-child relationship 


- A child born quieter than the others 
‚ А child who does not cry for mother 
- A child who does not answer back b 
. А child who is special—different from 
- A mother who is insecure in her basic iden 
- A mother whose insecurity is expressed by 
. A mother with a need for symbiotic closen 
- The ‘axis value’ (Paul: “Respect and obey 
to the family’) 
. The shadow of insanity (Uncle Fred) 


(does 


об ~ су t d бо I0 = 


~ 


ut may become silent 
his sibs 


20/23 
19/23 
13/23* 


not demand mother) 


tity as a mother 

persecutory anxiety + 

ess 

your parents’. Parents: ‘Devotion 


* Six patients had no siblings; four were not different. 


f The most common form of persecut 
of an ultimate survival nature, 


Table 4. Attribution Profiles in the mother-c] 


Group Е: Mother's view of 
Paul (under 13 years) 
Did not cry for mother 


Group С: Paul's view of 
himself under 13 years 


Ory anxiety is disaster-mindedness, fears of disasters 


tild relationship 


Group H: Mother's 
view of Fred 


і Respectful Lost 
Quiet | Undemanding Taken away 
Special—different from sibs Good 


Did not answer back 


Courteous Conceited 

Respectful Popular 

pear Self-admiring 
reliant Plum of the family 

Independent 


Uncommunicative 
Loyal (kept Secret) 


Disapprovi 


died 5 years later, 
Once more in this 


Admired by others 


Approved by all 

Despising adults wh 
him “good’ 

A few Special friends 


Did not return 
Wandered the streets 
A good, quiet boy 
Never spoke 
Did not recognize us 
(At other time: 
He always knew us) 
Father's view of Fred 
Deteriorated 
Never spoke 
Animal-like 
Dirty in habits 


© thought 


ng of himself 


where he was 


as 
put and smiled.’ When he V 
older: ‘I alwa 


ys knew Paul's shirts in the of 
because they were not dirty like his prot 
shirts? To а mother with Hilda’s profov" 
uncertainty about herself as a good mother 
child who ‘does not cry for mother’ is aem. 
Paul must have aroused ambiguous feelings о 


i [2 
Hilda which later solidified into hate. We Peat 
Sonally experienced the degree of this th the 
wi 


hen, on one Occasion, one of us decline eds 
usual cup of tea offered by Hilda. She em 
remained rooted to the spot and fixed the t? ег 
Pist with unbelievable hatred and fear 1”, 
eyes. The therapist felt paralysed with ams 

He understood what Paul meant whe? , 
described his fear of his mother's *bulgy #77" 


u 
ety" 
pe 


~ 
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Later in Paul's childhood, when Hilda shouted 
and got angry, as she often did, Paul did not cry, 
nor did he answer back. He ‘went silent’. He was 
good in the sense that he did nothing which 
Hilda said that he should not do, but we know 
how such silences threatened Hilda. Paul also 
had a quality, often mentioned by these mothers, 
of having something special about him. *People 
remarked on him being such a darling’ (mother). 

I was the plum of the family’ (Paul). The image 
may be of an angel child but it is not the mother 
who says this of the child, but the image of the 
child in the eyes of others according to the 
mother. It is in the eyes of these others that the 
mother may see, we surmise, a reflexion of what 
sne had once glimpsed and deeply longed for, the 
promise of that perfect union. A child like Paul, 
born quieter and more sensitive than the others, 
may have raised the image of this possibility for 
the mother. But, when the child does not cry for 
her, the mother feels cheated and resentful, 
becomes filled with scorn for those others who 
have fallen for the deceptive smile of the ‘angel’. 

Paul’, said Hilda, ‘was popular and admired by 
Others because he said what they wanted to hear.’ 
m despite her scorn, was profoundly deter- 
t ~ by the opinions of others and was forced 
© call this child good by a consensus of opinion. 
red ed always treated his mother differently 
and ? his siblings. Whilst he was always courteous 
wae to her, they treated their mother 

ftia and ridicule for her excessive worrying- 
bein м secretly and in stark opposition to 
bue En only member of the family who con- 
respect eae $ central identity as a mother to be 
emane » the hole left between them by his not 
Not eae, her and by his ‘going silent’ must 
hatred à have been filled by her own hurt and 
of ену also have begun to attract ће shadows 
mot] e Fred. Fred had ‘gone silent’ on his 

Yer for 30 years. 

eee e was Paul rather than his siblings who 
Could be ле carrier of Hilda's fear of madness 
(a) that ie explained by two features: 

orn à aul looked like Fred; (b) that he was 
MM па and slower to demand than the 
of why E this formulation raises the nm 
and to sto could not tell his mother "to 80 to = | 
is what vule n him with her worries, W hic h 
Which e rothers did. There are three ара, 
good? to be answered: (1) why was ай 
? (2) why did he not demand his mother? 


bd did he not show aggression and answer 

(1) It seems unlikely that he was born with a 
defect of instinctual forces. After his breakdown 
he could be very aggressive to his mother and he 
could aim well when he dared. He was also very 
demanding on her for a while. 

(2) Why did Paul not demand his mother? It 
will be assumed that Hilda's descriptions were 
true, that Paul was born quieter than the others, 
since this description is so common that it is 
likely to have some reality in it. If Paul, as the 
only child who did not cry for mother, was slow 
to demand her, Hilda would have reacted very 
sharply and with high anxiety in a most typical 
way. Unable to stand the risk of waiting to be 
needed, she would have created the need for 
herself by assuming what the child should want 
from her, and she would then satisfy this imposed 
demand. Paul, as a baby, might thus have never 
been able to discover what he wanted and so 
been unable to learn his own and his mother's 
shape, by bumping into the limits of her provi- 
sion through his own needs and actions. 

(3) Why did he not answer back or show 
aggression? We have described the paralysing 
eflect on ourselves of Hilda's hatred when we 
refused a cup of tea. If Paul was slow to demand 
his mother, he might very well have withdrawn 
before this intensity of hatred aroused in her. If 
Paul did not respond to Hilda's anger over not 
being demanded, but withdrew into silence, he 
would have been up against the history of silence 
which caused such havoc in Hilda's life. Ulti- 
mately the shadow of Fred's madness surrounded 
the emptiness left by a silence. Hilda feared losing 
her mind in face of her mother's silences, and 
likewise she feared this in face of Paul, whilst 
Paul feared words. He feared what Hilda would 
do to his thoughts if he spoke out: ‘Tm afraid 
of it invading me from me Mum,’ he said on one 
hen he risked speaking out. We do, 
Hilda’s hatred for Paul and his 
able from the shadow 
disrespect for herself 
eing mad behaviour. Thus Paul’s 


ood behaviour was compulsively assured through 
his own aggression having become ne 
from his mother’s shadow because of his loyalty 
in supporting mother at all costs. This was 
exactly the position when we entered the on 
and Paul told us: ‘I knew T was ill when I cease 


occasion W 
in fact, know that 
silences had become insepar 


of Fred, and how she saw 


as a mother as bi 


28 


respecting my mother.’ He saw any anger or 
impulse of irritation against her as mad, and so 
did Hilda. 

(1, 3) Why was Paul good? This description 
does not comprehend the value of the *good* 
nor how Paul needed his mother to support his 
own identity. The ‘good’ contained a bond of 
loyalty of Paul to his mother through which he 
sacrificed himself to her. From early on a special 
and secret bond existed between them. Out of 
this bond Paul pictured his ideal relationship with 
another as a relationship in which sensitivity to 
each other was such that words were unnecessary. 
Associated with this there was a quality of genuine 
innocence and naivity in Paul which was attractive 
(see attribution profiles F and G, Table 4). This 
feeling belonged to the unquestioning belief in the 
axis value which contained the heart of his 
loyalty to his mother. Later, when he became 
disillusioned, he said to his mother: 'I was good 
because I thought you wanted me to be...I was 
good but I got the bad.’ He expressed 
dependence on her: 
this secret relation 


"for a rest’, Paul 
easily. He beca 
depressed. He asked hi 


was, in fact, having some 


uit 
about his mother. It Sis quite bag thoughts 


aS We know, these 
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thoughts which convinced him he was ill. When 
Paul finally cracked he got the lot, the whole 
burden of his mother’s persecutory anxiety in the 
shape of the shadow of insanity which had, for 
six months, been dammed up in ever-mounting 
tension between them. A landslide started which 
culminated in that crisis (described in the account 
of the first interview) when Paul thought that he 
was changing into an ape. For Hilda it only 


Em 


remained for the psychiatrist to confirm madness ) 


in Paul and for her to pronounce the last po 
In other words, to close Paul's life with t d 
words: ‘I dread to think of him being in a war 


& Р а o 
with a lot of lost patients and no one to talk t | 


when he feels the need.’ 


7. After Paul became ill 


Paul had some life to close. He had a few 
friends of his own; a girl friend and some bo) 
friends with motor-cycles. Admission to sp 
would normally have been the most importan 
part of the ritual closure of his life. Our decisio} 
to treat him at home did not prevent this eism 
but it enabled us to witness how it operated il 
the home area. The restructuring of a 
after the breakdown, which we call ‘building м 
family shadow system round the patient", invol an 
the severance of all pre-existing forms of hum 
relatedness both inside and outside the inn. Е 

Paul's apartness from ordinary human ne 
ness came about quietly. The mother Ps 
informed his siblings that they must not him: 
comment on anything he did in case it upset e in 
They began to behave as if he were not ther 
an effort to overlook his behaviour. This pe 
Paul feel invisible and increased his need = ne 
in mirrors, His parents were now on the 41! ie e 
they shadowed him and observed his every mio 
It was all done on tiptoe, in case they upset ney 
by showing that they thought he was mad. uld 
turned all the mirrors to the wall in case he м e 
look and ‘change’ again. Paul played this up the 
would examine his face for long periods 17 res 
bathroom mirror, making contortions of ext jp 
Sion, whilst outside, looking through à oe eal 
the door, stood his fascinated parents breat ie red 
awaiting the next ‘change’. His mother z went 
his outer links. Secretly from Paul, we hat 
round to his girl friend’s parents to expla" om 
Paul was no longer ‘responsible’. If Pav vied 
mented on their behaviour his parents | yo" 
they were doing it: ‘I was just looking p 
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shoulder to see the time,’ Ernest once told him. 
But Paul now had the satisfaction of having 
100 per cent of his parents’ attentions. At the 
slightest sign from Paul, mother and the father 
too, would drop anything they were doing to be 
by his side so that he could talk, day or night. 
He may be forgiven for thinking that the universe 
rotated round him. When he was finally admitted 
to hospital, he thought that he was the only 
patient and that the actions of all the others were 
designed to ‘help’ him. The parents had ‘done 
it all’ for the patient. In the shadow system the 
patient rules. The parents abdicate authority, but 
work in secret. Control appears to be achieved 
by means of a secret deprivation of ego. 

The sterility and destructiveness of the 
Е just described miss the elements of the 
feeling which are overwhelmingly strong in the 
drama of a psychotic crisis. The *shadow' is à 
global attribution, ‘insane’; and it tends to be 
Seen as destiny. At the time of the ‘diagnostic 
interview’ Hilda's doubts gave way to certainty; 
she now knew with the force of destiny what was 
wrong. 

Thus when Paul became ill and he finally 
became the bearer of the shadowy anxiety which 
pad tortured his mother for years, he became 
e He became the thing long looked for 
th ich was now found; the cause of all anxiety, 
ful answer to all problems. As the bearer of the 
bec; load of her anxiety, his ‘state’, how ‘he 1s, 
fink both the hope and the dread of the whole 
she, Upon him rested the responsibility as to 
mother mother survived. As we have said, the 
awa er really knew this: ‘If one of us has to go 
fine it’s not going to be me. - The patient is 
Pare sis in the position for which Christ D. a 
the е image, as both the bearer of ‘hope e 
baie cage of there being a future) and ast ° 
deii of the burden of dread touching life ап 
from issues from beyond himself brought down 
time the last generation by mother. There were 

B $ when Paul explicitly accepted this identity. 

e : the patient is a saviour who must not come. 
berin ау be mourned in weekly acts of remen” 
centred but the dread, in the case of hospital- 
Hilda patients; does not diminish with the arm 
Paul's ens continue to act as if both ci es 
Pre e were dependent on uc ~ 
glimps pa * But, in Paul, she as mother 
get à ed a millenial hope that *one day he may 

etter’; and she, the mother, must forever be 
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available in case ‘he needs me’. But this h 
cannot be allowed to come to min 
à pass, for the patient 
is also the source of disaster and death. The 
mother dreads to hope. Hilda dared not risk 
really hoping and acting accordingly. She had 
nearly been destroyed by the influence of ‘Uncle 
Fred’ through her mother, and he ‘did not come 
back'. She feared being mortally wounded and 
all being lost by having to go through it all again. 

The patient, in this type of case, may save 
mother's sanity, but he cannot be the saviour of 
her life. Her life is as a rule sacrificed too. It 
comes to a standstill in the shadows of the 
patient's illness. There are a few cases, such as 
Hilda's, in which the mother can expand her life 
in certain areas. As had her mother before her, 
Hilda became a *public mother' after Paul's ill- 
ness. She ceased to be so housebound. She went 
out and looked after sick relatives and neighbours. 

Paul was first admitted 18 months after the 
first interview. The years of ‘remembering’ then 
really began. Paul is now a chronic patient who 
has spent the major part of 5 years in hospital. 
But there are differences from ‘Uncle Fred’. 
These probably reflect the differences in the 
present-day management of patients from those 
prevailing in the 1920-50 period, when ‘Uncle 
Fred’ was in hospital. Paul has been able to stay 
at home for periods up to about 4 months before 
a crisis forces readmission. He has spent about 
70 per cent of his time in hospital since first 
admission. ‘Uncle Fred’ never went home again 
after his first 19 months in hospital. 


8. Family interaction at the first 
family therapy meeting 


The object of this section is to give a description 


of the first conjoint family therapy meeting at 
which all the main factors which have been 
followed through in the reconstruction were 


clearly apparent in the family drama being 
enacted, thus giving an integrated impression of 
how these factors operated in an actual situation. 

At the time of the first interview Paul was not 
manifestly schizophrenic. There was no real 
thought disorder. Paul was quiet, thoughtful and 
serious in intention. His attitude to us was 
courteous and respectful. He had a genuine 
naivety of feeling, a freshness of belief with à 

uality of inner depth, which were attractive. 
Adults had turned to him in the past, probably 
because of these qualities. Paul was flattered, but 
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secretly despised any adult who did this. The most 
noticeably abnormal thing was that he hardly 
ever really did anything; nor has he since. 

Two years later, after about 6 months in hos- 
pital, he was described by some of the older 
nurses as reminding them of those schizophrenics 
from the chronic wards who ‘were not often seen 
now’. He suffered a severe thinking disorder, 
apathy, confusion and a tendency to ‘grimace’ at 
times. But he cannot have been so lost as * Uncle 
Fred', because he was usually anxious to com- 
municate and to maintain contact with us. 

After the first crisis, when he thought he was 
changing into an ape, Paul experienced himself 
as being divided into three ‘selves’: (1) his true 
self—composed of reason, reflexion, thoughtful- 
ness, valuing intellectual beauty; his ‘па’; 
(2) his external appearance, which he had admired 
in the mirror, until it suddenly threatened to 
change into (3) a DOn-self, the ape: an alien 
inhuman monster which was mindless, The ape 
was the shadow, the illness. 

Paul dreaded that his mind might become 
absorbed into the ape and be extinguished for 
£ood. In the Interaction, however, it Was very 


of respecting 
i ђ immediately 
Perceptions of his mother as 
"imagination", arising 


thing in himself. th 
Instance, Hilda irritated him b пен ia 


Y to monitor and 

by Hilda before 

B Said by himself 
First family. thera 

5 ру 

that when а schiz s 

family first breaks down 


meeting, 
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At this interview we, i.e. mother, father and 
two therapists, were in a circle round Paul, who 
was regarded with awe and dread. The dread 
was generated by Hilda seeing everything she had 
always feared concerning Uncle Fred incarnated 
in Paul and by Paul's dread that when he next 
‘changed’ ће might lose his mind in the ape he 
Saw in the mirror, so that he could not ‘get 
himself back’ (Paul's w ords). This background of 
intense anxiety and dread was behind the оп-а- 
knife-edge character of the interaction. All of us, 
with certain crucial exceptions on Hilda’s eem 
would carefully adjust phrases, make sligh 
alterations of words, in deference to Paul's 
requests for just such minute adjustments of p 
identity in our eyes. Held in awe and pp ij 
was granted whatever image he requested. Pet e 
did this more than anyone. He gazed into Pau Е 
€yes and hung on his every word which he ge оз 
back to Paul with the required alteration. E 
example, Paul would seek confirmation that 14 
Was more self-confident. * Yes, Paul,’ father wee 
reply. * You have got more confidence. I pnt 
it yesterday. Paul was like а noma А" 
minutely and fastidiously adjusting his hair jo 
mirror that was father. Paul did not ask P 
questions such as *What do you think now? = 
questions demanded a mirrored reply, ‘ро ем 
notice that my voice has changed?’, ‘Do b 
notice that Гуе got control again?’, and an 
father would reply as if he were making i 
observation rather than answering a questio ; 
‘Paul, you are more yourself, I've notis. 
The therapists found themselves subjecting У y 
they were going to say to Hilda's чинио 
test before saying it, and using bits of her pne 
‘We’ had become the mirror into which Paul et 
long gazed until he became terrified when he si 
"the change’. But Paul's central concern was У to 
his mother and her image of him. His attitude 
her was thoughtful and respectful, but periodica А 
instead of replying to her he would ‘go one 
The atmosphere of tension and suspense built га 
No one dared Say anything as we waited ae d 
manifestation from the God, Paul. He Mike 
Start to make himself tremble, let his face 6° uld 
an imbecile, talk a little nonsense. Then he pt e 
become Silent, immobile and lost looking: be 
88281 in fascinated silence, Hilda would, 4. 
staring transfixed, tight-lipped with terror ow 
denly Paul would pull himself out of s ih 
Гуе grasped myself again, Do you попе 


\ 
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change i Я i 
di hei dei aae cal (Do you notice the 
pes вы ese questions would be directed 
uie end in the first place, at whom he 
Bim osi TUE But Hilda was frozen into silence. 
aia nisin 5 her worst fears; she could not 
Shai dia r to them for fear of showing him 
cae e thought. She said nothing. 
iung ld interviews Paul showed us how he 
identity ee of survival of his personal 
aliu im recognition from his mother. He 
M dE menie Do you see that I still exist, 
lera eni me as a mindless ape?'—very 
told ns b aee. t ask his mother, who had 
ties ae ly. tnat Paul is an insane person’. 
ieaanc мее nothing, Paul threatened that 
might not манн this recognition from her, he 
id vue е ain in control. Though we realized 
Baill ater рна а ме could not prevent it. 
Bis of ме ode pu did just that. Through a 
be acting, , what had been acting ceased to 
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family ССА family were опе of our early 
the A di cases. We would have treated 
that Paul ми d now. We do not think 
phrenic, B eed have become a chronic schizo- 

with a . аиса раан ГАГИ 

> first T ien who has been exposed in the 
Who = rei: to illness ina close relative 

Present > а hospital-centred outcome 

Which re ceptional therapeutic difficulties 

неа the trial of several possible 

š о я find the best answer. | 

the aim of Du a study of a famil 

; close wies howing how psychotic illness in a 
Influence ive could affect, through social 

Children im parent's attitude to their own 

Parent was ied + described how the affected 

Ship with ed to form a particular relation- 

undemandir child who was born quiet and 

that hild an relationship which forced 

image? A. an identification with the 
lcation we he ill relative, and how this identi- 
first ation catastrophically confirmed at the 
the intent disturbance shown by this child by 
Predestined dine the disturbance as fatal and 
Patient illness. Thus the outcome for the 
was clearly greatly influenced by the 


Outco 
me for the ill relative. 


y with 
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The presentation was contai i 
conceptual framework which, ги +" 
summarized. We have found that me 2 
certain points of crisis, the bonds of related s 
between family members are severed (init ni 
physical separation), the resulting depers es 
ized elements belonging to any Ve cari 
are fed into a ‘pool of unrelatedness’ which ii 
feared as madness in the family. The reco : 
struction of the past of the Smith family 
indicated that this pool of unrelatedness had 
a history. The influence of the ill relative had 
caused this ‘ pool’ to have a certain image, and 
a special threat. Because this ‘pool’ hangs asa 
threat of ultimate unrelatedness behind the 
family, we have termed it the ‘shadow of 
insanity’. The Smith family were seen as a 
type of family in which only one carrier was 
required for the family shadow. The present 

atient was seen as the carrier who had in- 
ternalized the shadow which was seen as 
‘illness’. The shadow was seen as containing 
the socially transferable elements of schizo- 


phrenia. 


Any parent who had suffered the experience 


of psychotic illness in a close relative might 
well beanxiousand fear it in their own children. 
But the parents of our patients are not ordi- 
narily anxious. Were this the case, our presen- 
tation might have been as simple as the theme 
of this paper. With the Smiths, we had to 
consider two parents who both actively denied 


what the other needed for personal survival— 
a close and positive symbiotic relationship. 
They both denied that they were doing this. 
Thus they threatened the very existence of 
each other. The € 


Jements of relatedness which 
the parents denied be 


tween themselves were 

depersonalized into its, which were fed into 
the pool of unrelatedness. which had been 
given a very definite and forbidding shape 
through mother’s schizophrenic brother. The 
patient, Paul, had long been prepared for his 
* mental patient’, perhaps through 

and certainly through his special 
s mother and, latterly, his 
described how the patient 
y internalizing the 


vocation as 
inheritance, 
relationship to hi 
father too. It was 
saved both his parents b 
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pool of family unrelatedness which he termed 
the ‘ape’, and which we have termed the 
‘shadow’. 
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Taboo and illness 


By PETER LOMAS* 


The purpose of this paper is twofold: first, 
to make a reappraisal of the concept of taboo 
in the light of both psychoanalytic and anthro- 
pological writings on the subject; second, to 
consider the taboos surrounding illness in our 
society in the hope thereby of shedding some 
light both on the nature of taboo and the 
complexity of our response to illness. 

There are several reasons why social anthro- 
pologists have been so unreceptive to Freud’s 
work on taboo: (1) The section of Totem and 
Taboo (1913) which has attracted the most 
attention from critics is that in which Freud 
imaginatively reconstructs an act of parricide 
committed by a primitive horde in the remote 
past—one of the least defensible of his ideas. 
(2) Freud was an armchair anthropologist; he 
did not obtain his material at first hand and 
failed to take into account the particular social 
Structure of the societies he studied. (3) In 
equating the behaviour of primitive society 


' With that of children and neurotics Freud took 


Up a position which would now be criticized 
9n the grounds that, in the first place, society 
and individual are not comparable entities, 
and secondly, the evolutionary social theory of 
Frazer (which Freud adopted) underestimates 
the sophistication of the ' primitive" mind. 
Despite these errors (which are, for the most 
Part, those of his generation) did Freud 
manage to say something valid and important 
about the nature of taboo? The main presenta- 
Чоп of his ideas on the subject appeared in 
Taboo and Emotional Ambivalence’, the 
Second of the four essays which comprise the 
book Totem and Taboo. He asserted that taboo 
Comes into being whenever there is а desire to 
transgress a prohibition. ‘The dangerous attri- 
bute of taboo’, he wrote, ‘is the quality of 


exciti А : 
Xciting men’s ambivalence and tempting them 


* 14 Park Square East, London, N.W. 1. 
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to transgress the prohibition.’ The trans- 
gressor himself becomes infected by the taboo 
since ‘he possesses the dangerous quality of 
tempting others to follow his example: why 
should he be allowed to do what is forbidden 
to others?’ But 


a person who has not violated any taboo may yet 
be permanently or temporarily tabood because he 
is ina state which possesses the quality of arousing 
forbidden desires in others and of awakening a con- 
flict of ambivalence in them. The majority of 
exceptional states and exceptional positions are 
of this kind and possess this dangerous power. The 
king or chief arouses envy on account of his 
privileges: everyone, perhaps, would like to be a 
king. Dead men, new-born babies and women 
menstruating or in labour stimulate desire by 
their special helplessness. . .. 


Without effective taboos of this kind there 
would a ‘dissolution of the community’. 
Some of Freud’s examples may not be en- 
tirely correct—for instance, he was not able to 
conceive that childbirth could be an enviable 
state and thusattract taboo—but his account of 
the categories would seem to be valid. It per- 
haps needs to be noted that the helpless person 
is liable to be in a state of envy and thus may 


be considered revengeful and potentially 
d himself notes in his 


dangerous—as Freu 
observations on the taboo of the dead—and 


therefore potential disrupters of the peace. 

Freud’s theory of taboo implies the view 
that whenever inequality of sufficient degree to 
arouse serious envy exists within acommunity, 
taboo helps to ensure against violent attempts 
to dissolve the inequality. To the extent that 
inequality is inherent in social syniptoms—1n 
so far as society is hierarchical—taboo is de- 
signed to maintain the social order: it is 
conservative in nature. Thus the persons 
selected for taboo are those of superior 
status (who may thereby provoke attack), 

Med. Psych. 42 


34 


those of inferior status (who may either pro- 
voke, by their helplessness, further humilia- 
tion and therefore inequality, or may launch a 
revengeful attack on their superiors), and 
those who, in breaking the taboo, have made a 
move in the direction of the feared disrup- 
tion. 

Freud believed that the effectiveness of taboo 
depends on the fact that it places vulnerable 
people out of harm’s way: the enviable mighty 
and the weak. It would seem, however, that a 
slightly different explanation would account 
for the facts more adequately: that taboo works 
by accentuating the difference in status be- 
tween the two classes in such a way that 
challenge is inconceivable. In this view taboo 
isa form of unconscious propaganda, a method 
of influencing belief rather than 
suring physical protection. The 
conveys is not ‘This or that cla 


directly en- 
Message it 
Ss of persons is 
class of person 
unclean’. The 
unclean noted 
because both 
es are tabood 
nction of the 


It may be thought that incest 


: taboos, bej 
concerned with the restriction 5 being 


of sexual im- 
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pulses, cannot beexplained in this kind of way. 
However, whether the taboo is considered to 
derive from the set-up of the individual family 
or from inherited guilt over a social event in 
the distant past, it is clear that a question of 
status is involved: who is to be the head of the 
family or clan (as symbolized, among other 
things, by sexual domination)? The incest 
taboo is upon the generations: it reinforces 
and exaggerates the differences between 
them. 

In his interpretation of phenomena, whether 
dreams, symptoms, myths or works of art, 
Freud relies mainly on his conception of the 
unconscious, and his understanding of taboo 
is no exception. He draws attention to the oe 
that the origin of the taboo is unknown, an 
Suggests that the reason for this is that A: 
part of the emotion aroused by the taboo 
person is too painful to be admitted to con 
Sciousness. The suggestion that taboo may cel 
be a form of propaganda gives anothe 
reason for its meaning remaining bus t 
the need for those who set themselves up 2 
sacred to conceal both their human frailty ct 
the fact that they are aiming at power. It ved 
not follow that they themselves remain r^ 
aware of the true situation, but perhaps ! 
order to enhance their sense of importance t 
relieve the guilt which might result uns 
Cynical indulgence in brain-washing ~ 
niques, they usually achieve a high degree 
self-deception. dea 

However, as Jones (1913) showed, an "rit 
may remain unconscious not only because i at 
objectionable but because there is no EU 
way in which it can (yet) be formulated. Ju 
by a similar formula that Langer (1960) pae 
her study of myth, ritual and art. She write j 
The origin of myth is dynamic, but its ршроз a 
Philosophical. It is the primitive phase of w 
Physical thought, the first embodiment of got 
ideas. It can do no more than initiate and pre 065 
them; for it is a non-discursive symbolism, И 


: c 
not lend itself to anal yticand genuinely abstra 
techniques. 


; ablé 
a 
In so far as this line of thought is appl ie 
to taboo, it would seem that the latter ! 


A.u———— 
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оа that society сап find, in some 

ami n to provide an understanding 

lies i i дека of the structure of society; 

a hig a principle, concerned 
ce of power. 


VAN GENNEP’S INTERPRETATION 


a taboo in primitive society has 
UP acm сан documented in the literature 
ed bé unns] only a few attempts 
оное nie e to understand the meaning of 
that? Lon D two most useful formulations 
by Dougl nd are by Van Gennep (1909) and 
V glas (1966). 

is ho believed that the taboo which 
Uum ipe upon the personina state of transi- 
асое a function of easing his passage; It 
enis im from his previous state, protects 
dite pet the transitional period and intro- 
flan. oie his newly acquired social posi- 
вјетар, his reason taboo is prominent in the 
Med = of the life-cycle: birth, puberty, 
m d parenthood and death. It can be 
has the f taboo, according to Van Gennep, 

unction of preserving the social hier- 


агој У : : : 
" hy, but, unlike the interpretation which I 


h а 
tung from Freud, it does 50 not by 
their pem ing the rigid separation of people into 
спа т M еса social categories but by 
category em to make a transition from one 
disturb), to another with the least possible 
enne ds themselves and society. Van 
Who му. s formulation deals with the person 
n a rather similar situation to the one 


Who 
transgresses a taboo, but who, unlike the 


atter, i : : 
T, is permitted to do so—and this would 
he transition is 


Se 

xx epum, sonit nsition i 

Tegar d. еа taboo facilitates it; if it is 

Teinfore as an illegitimate transgression, taboo 

matiner i the prohibition. However, the 
in which initiation ceremonies are 


` cond 
u ; "eue Aem 
cted in primitive societies—and, as 


5 

hM earlier (Lomas, 1966), the way 

Society. childbirth is managed in our ow? 

‘beac e that, although there 15 an 

the lat of helpfulness towards the initiate, 
ter is subjected to unnecessary control 


and humiliation, a phenomenon which betra 

the reluctance with which those in ations 
permit the inevitable entrance ofa бачите 
to their midst. Thus, despite the fact that Van 
Gennept’s view introduces the interesting idea 
that taboo may be concerned not only with the 
rigid maintenance of social structure but with 
change and progression, its function is perhaps 
more akin to that of a subtle but reactionary 
administrator, who aims to limit change to the 
minimum possible without provoking a 


revolution. 


DOUGLAS'S INTERPRETATION 


Unlike most social anthropologists Douglas 
records the fact that her own personal re- 
flexions on the subject (particularly in relation 
to dirt) have played a part in the formulation 
of her theory. This is significant in that one of 
the differences between the approach of the 
psychoanalyst and that of the anthropologist 
is that the former starts from observations of 
individuals and draws conclusions about social 
forms, while the latter analyses thestructure of 
society with little reference to the motives ofthe 
individual of which it consists—each worker 
risking а one-sided view. In the main, how- 
ever, Douglas relies on the analysis of social 
structure; in doing so she possesses à know- 
ledge of data, obtained from the field studies 
of recent years, of a more reliable kind than 
that available to Freud or Van Gennep. 

Douglas concludes that taboo reinforces 


social conformity : 
Political power is usually held precariously and 
ion. So we find their 


rimitive rulers are n wefi 
etensions backed by beliefs in extra- 


legitimate рг 
ordinary poWers emanating from their persons; 
from the insignia of their office © ) 
they сап utter. Similarly the ideal order of society 
isguarded by dangers which threaten transgressors. 

reats which 


These danger-beliefs are as much tli i 
one man uses to e another as dangers which 


he himself fears s own lapses from 
righteousness. 


Thus Douglas cone 
function of taboo is the maintenance! 


coerc 
to incur by hi: 


eives that an important 
e of social 
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(and particularly hierarchical) order. She 
notes that taboo arises at points of uncertainty, 
that 


people really do think of their own environment 
as consisting of other people joined or separated 
by lines which must be respected. .. ; [and that] 
Wherever the lines are precarious we find that 
pollution ideas come into their own. 


Although she arrives, bya much more straight- 
forward route than that outlined above, at the 
notion that taboo is, or at least can be, a form 
of propaganda, and she illuminates many 
details of the symbolic transformations of 
taboo, Douglas does not, to my mind, satis- 
factorily explain the reason why taboo has to 
operate in such devious ways; and this is be- 
cause she completely ignores unconscious 
factors. One wonders, for instance, Why cer- 
tain lines of communication are precarious? 
Is it because it would be too painful or dan- 
gerous to bring the truth clearly into the open? 


у In its last phase 
then, dirt Shows itself as an apt Symbol of creative 


threatening *creative formlessness* and finds 


waste-product ora precious source of materia], 
the thought of an imbecile or à genius—and 
Which cannot be dealt with by logical means: 
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taboo is itself an ambiguous reaction to it, 
making it possible to take some kind of illogical 
action or even (if one can make a generaliza- 
tion from Van Gennep’s theory) a means of 
holding the structure intact until the new 
entity can be absorbed safely. 


TABOO IN OUR SOCIETY 


Modern western society has developed dif- 
ferent methods of achieving the results for 
which taboo is used in primitive society: taboo 
has, as it were, become secularized. It appears 
10 us to be of only marginal importance in 
holding society together now that we have à 
well-developed legal system and that the 
breaking of a taboo does not incur such dire 
penalties. But perhaps taboo is more of a 
force in the community than we realize. There 
are still examples of taboo—such as apartheid 
—which can have as far-reaching effects as 
those of primitive cultures. What is perhaps 
significant about our society in this respect 15 
that we organize our rationalizations of taboo 
to a greater extent than primitive society and, 
because they are our own rationalizations, We 
are more readily convinced by them. One 
Particularly effective rationalization which we 
possess—and which I have not heard of in the 
literature on primitive society—is denial of the 
existence of the taboo in question. We are 
inclined to Say, for instance, that nowadays 
there is no taboo on death, that death can be 
spoken about Openly. But the taboo remains 
on a full appreciation and expression of emo" 
tion about death. As an example of the way 1” 
Which taboo works in our society, I shall con" 
sider the handling of illness, 


The taboo on illness 

In our Society the sick are segregated. I = 
not only mean by this that they are put into я 
Special place (a hospital) but that in the proces 
of transportation a threshold is crossed ° 
greater significance than the hospital door an 
that they enter a different class of persons: i 
patients lose status and autonomy, and c? 


ee o. 
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tact with previous social attachments is dis- 
Vo ait become subject to theauthority 
vinis on (the doctor) with very high prestige, 
selves The fe they ате obliged to humble them- 
mem . h e force behind this pattern is a very 
take p "o sad it has taken, and continues to 
i si tenacity on the part of those 
е aware of the psychological dis- 
order iol to the patient of this tradition in 
of the cim changes. (I think, for instance, 
after fec to allow mothers to visit and look 
onela в in hospital) What is the 

To us is system of behaviour? 
the piene extent segregation and control of 
be Min ". natural and reasonable. He can 
effective] ed and medically treated more 
ful adhi protected from the possible harm- 
from My of himself or others, and prevented 
Case dta on his illness to others (in the 
and bes ection) or being too great a burden 
Ben ne to them. But these measures have 
Much pone out, at least until recently, with 
Pulse. rigidity and force than is war- 
Stipend reasonable: the paraphernalia which 
treatme so ihe consultant's ward round, the 
intelli nt of the patient as someone of low 
Hid па and sensitivity (not a full human 
Notes. они jargon and secrecy of medical 
Patient w oreover, the degree to which the 
accordin as Segregated and dehumanized varies 
atcan 8 to the severity of the illness in a way 
Necessary. = be explained simply as measures of 
ling 1 medical treatment. The more dis- 
ntr И isfiguring, chronic, inexplicable, un- 
i lable the illness the greater the person is 
Blas. eis and the greater the distance 
iseases etween himself and others. Those 
вае with hereditary taint are 
tude, а x liable to arouse this kind of atti- 
hne which at present influences social 
Shima (inn to the radiation victims of incl 
Teaches i ton, 1964). But perhaps the attitude 
8 is fna. height in the case of mental illness, 
account € vividly clear by Goffman's (1961) 
int co in a mental hospital from the 
view of the patient. What are the 


Poj 
Orces * 
S which bring about this pattern? 


A i . n 
likely explanation is that a taboo 15 in 


со 


operation which segregates the healthy from 
the sick. The patient is first separated from the 
community, then a further separation is made 
between him and his caretaker (the doctor), 
who, however, being attributed with semi- 
magical powers—being himself taboo—can 
deal with this dangerous person. Why is the 
sick man dangerous? The answer would seem 
to be that he is dangerous because he is in a 
weak position: his illness has engendered a 
painful inequality which may arouse passions 
and provoke exploitation by either patient or 
society. Those around him may wish to crush 
him as a nuisance in practice, a reminder of 
mortality, a demand on a love and tolerance 
which perhaps they do not possess; and a dis- 
grace to the family (especially in the case ofa 
disease considered to be hereditary); he in 
turn may feel hate and envy of the healthy, and 
may attempt to use his weakness, judo style, in 
order to gain dominance. A hierarchy has 
developed between him and those around him, 
between the weak and the strong. Taboo is an 
attempt on the part of the community to con- 
front this predicament with the minimum 
of disruption. It is a crude method for dealing 
with an emergency, а method which has 
worked in a fashion at enormous cost. 

Illness, however, is a complex state and not 
simply à condition of disability. It may, in 
certain circumstances, be entered into during a 
period of change or growth as one possible 
means of negotiating the transition, a fact 
which is most clearly evident in the case of 

sychological illness. It was the discovery of 


Freud that the symptom has meaning, and the 
f mental disorder 


positive, creative aspects 0 
have been explored by several psycho- 
Erikson (1959) and Winni- 


analysts, notably 
cott (1958). That phy 
times similarly be an à 


sical illness may some- 
typical manifestation of 
growth—not only in children—is perhaps an 


observation more easily available to the 

eneral practitioner than the psychiatrist. I 
suspect that many cases of *post-infective de- 
pression or debility arise from a person's need 
to become ill or to use an accidental illness for 


the purpose of making a necessary psycholo- 
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gical (and possibly physical) change. In 
practice, such attempts risk failure because 
their true meaning is unrecognized by the 
doctor. 

The function of the taboo on illness in such 
a case is to allow the patient to separate himself 
off from the demands of the community to 
conform; it allows him to wrench himself 
away from an identity which has come to be 
expected of him and in which he has become 
cramped; it holds together the relationship 
between patient and society until he can be 
assimilated again in his changed state. In this 
aspect of its function the taboo on illness is 
similar to that imposed upon pubescence and 
parturition. 

Illness, therefore, is an ambiguous state, as 
are all states subject to taboo, and Society, 
with its dual loyalty to the group and the 
individual, to change and conservation, to 
creativity and conformity, is inevitably ambi- 
valent towards the sick person. This ambi- 
valence is a feature of a contemporary debate 
which arouses some heat in the psychiatric 
world: that of the existence and nature of 
mental illness. On the one hand, there is the 
traditional psychiatric view of the patient as a 
person who is simply disabled, who has some- 
thing wrong with him which needs to be 
rectified in order that he may match up to the 
rest of the population. On the other hand is the 
more recent assertion, put forward by writers 
arguing from entirely different standpoints, 
such as Szasz (1961) and Laing (1960), that 
mental illness does not exist. Whereas Szasz 
regards it as a myth Propagated by the patient 
for his own benefit, Laing views it as a myth 
propagated by society for its own sake. One 
feels that the contemporary (anti-psychiatric) 
view has arisen out of need to show that 
mental illness is not a fixed unambiguous 
state of disability, as has been previously 
thought, but a state embraced by a person, 
whether for constructive or destructive pur- 
poses, in order to oppose the values and forces 
around him.The proponents of this conception 
tend to defend the point of view either of the 
patient or society, but this preoccupation ob- 
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scures their assertion that acute mental illness 
constitutes an attempt at change. It would 
seem to be a distortion of language to say that 
mental illness does not exist—the person 15 
disabled in the sort of way that we commonly 
mean when we say that someone is ill—but the 
fact of disability is not necessarily the most 
important part of his state; his illness may 
incorporate important aims to which e 
ability is a necessary, if painful, dangerous 2 
disruptive, side-effect. The crude, makeshift 
approach of taboo may allow the person In 
such a predicament some leeway, may give 
sufficient temporary breathing-space for him 
to make the necessary change, but, while the 
nature of illness remains obscure and an 
ambivalence flourishes undetected in 
methods of dealing with the sick, it can only 
give very inadequate provision for him. 


CONCLUSION 


In comparing the taboos of pu 
society with those he observed in the ает 
of his obsessional patients Freud concluded t 
both were a consequence of an infantile ie 
of development—and in this he was ogc 
But with the intuitive genuis that so © н 
enabled him to get at the core of the matte t 
even when his data and his reasoning were ? 
fault, his comparison was a valid one. iding 

Taboo is a non-discursive means өГахай и 
confusion—intrapsychic, interpersonal ws 
societal. It is a method of keeping apart a 
compatible elements when the reason for do! 
50 eludes conscious thought. d to 

The importance of taboo is not confine о 
primitive society but exists in several areas _ 
our own society—of which illness 15 n 
being masked by rationalizations. Illness | G 
ambiguous state partly because the deg"? пу 
Which it is motivated or enforced is un а 
Uncertain and partly because it inv th 
change of status provoking emotions pie 5 
hate, pity, envy and despair which mus ize 
main unconscious. There is no well-org4™ 
system—such as the legal system envisage in^ 
Samuel Butler in Еуеућоп for separating 
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compatibles (the sick and the well), so taboo 

has to fill the gap. 

" Although taboo exists for the benefit of 

S the individual and society, it is open to 
use by both. In the field of illness—parti- 


cularly mental illness—it may be used by the 
healthy to maintain a position of power and 
by both the healthy and the sick to avoid 
responsibility. 
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On empathy, and regression in service 
of the other* 


By STANLEY L. OLINICK T 


I 


1 А 
е here a review of certain 
has been As psychoanalyst during what 
analysis (Fre e middle вате” of psycho- 
this main E › 1913). The transactions of 
defined xs ase of analysis, as it will be 
quality; ond possess a unique affective 
of the а E there is a special quality to some 
Period e of the analyst during this 
tom ihe : ing it in some ways quite different 

On. the pening and closing phases. 
is at rit agp of the two participants, there 
the outside y sense of privacy, of exclusion of 
Outsiders vorld, of difficulty in reporting to 
mutuality = especially of an empathic 
analyst’s nat lends a special clarity to the 
qualit communications. The affective 

y may be analogized to the spirit of à 


, Chil? 
child’s play ог game, Thus, although it is an 


Inter 
Asel “hj 
y absorbing and serious venture OF 


Ord 
паа mT ing of humour and enjoyment are 
Mastery as performed in the service of the 
Nas eee in order to master what 
Tegressio distress; it requires à controlled 
functions. (Kris, 1935, 1950) to perform its 
realities 3, and it does not require the original 
to be present in order to fulfil these 


Uncti 
s (cf. Waelder, 1933). 

па of a middle game ог phase 
M duc анун is somewhat arbitrary, but 
AS to th allowances for flexibility and leeway 
bias vate een arid end of the middle, it 
1 Propo € for classification and understanding. 

, 98€ that we consider its beginning to be 


Revi 8 
5 ceting ised from a paper read before the Joint 
s ety 7 of the Washington psychoanalytic 
3 ov nd the Washington Psychiatric Society; 
aon 1966. 
i 
uite 306, 4545 Connecticut Avenue 


S 
ington, D.C. 20008. 


N.W., 


at the time that the patient evinces his first 
transference resistance, in a setting of having 
established a therapeutic alliance with ite 
analyst (Sterba, 1934; Zetzel, 1956; Green- 
son, 1965). I would emphasize that the trans- 
ference which has become resistance, besides 
employing displacement, projection and in- 
trojection, identification, and repetition (Mac- 
Alpine, 1950), is often manifested in efforts 
by the patient to transform the analyst to 
accord with his transference needs. I refer to 
the acting out that is directed towards mould- 
ing reality to narcissistic fantasy, thereby 
turning passivity into activity. (Some writers 
prefer to regard this as a ‘readiness for trans- 
ference’, e.g Nunberg (1951).) 


By ‘therapeutic alliance’ is denoted the 


therapeutic splitting of the patient's ego into 
an observing and an experiencing part, by a 
fication with the analyst as 


bond of identi 
observer and annotator (Sterba, 1934; Zetzel, 


1956; Greenson, 1965). 
Middle game is а shifting and changing 


rocess, subject to progression and retrogres- 
sion; but when these defining conditions have 
been met—when à transference resistance has 
been dealt with in a setting of therapeutic 
alliance—the prognosis as to outcome of the 
analysis has met one validating test. 

We may set the end point in time of the 
middle game W ient has largely 
worked through his major resistances and 
conflicts, and the attention of physician and 
patient is increasingly drawn to matters of 
separation and termination. 1 define the 
beginning e side of the patient, with 
reference t he context of 
i and the end- 


i lyst, in th 
ing alyst, in the 
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In what follows, in order to avoid certain 
ambiguities that accrue to the term *counter- 
transference’ (Gitelson, 1952; Heimann, 
1950; Racker, 1957; Spitz, 1956), I shall 
employ the usage “psychology of the analyst’ 
as referring to all of the reactions to the 
psychoanalytic situation, including those 
motivational factors that led the analyst into 
this field, and into work with this patient. I 
propose the term ‘eccentric response’ to 
connote the range of responses which are 
peculiar to him and which deviate from the 
appropriate. I exclude that which is merely 
his individual stamp or style, and is appro- 
priate to the psychoanalytic situation. 

A certain type of advantage may be said to 
inhere in the fact that it is the patient who 
initiates topics, who adheres to the basic rule 
or not, who actively transfers and resists. It 
is an advantage in one sense, in that the analyst 
is necessarily attendant upon the patient’s 
expressions and communications. But it is 
part of the analytic paradox (Olinick, 1959) 
that while the patient enters into the contract 
willingly, permitting the analyst to assist him 
towards €go-autonomy along a route of de- 
pendency and Tegression, he retains the initia- 
tive as to the themes and the resistances of the 
Work. Inevitably, this will be thwarting to the 
analyst’s intent to understand and, by impart- 
ing that understanding to the patient, to treat. 

Consider then the Psychology of the 
analyst as he experiences the continuing im- 
pacts of hourly changes of psychoanalytic 
Situations, during which his ego must be 
kept open by means of self-imposed, evenly 
suspended attention, silences, minimal verbal 
and physical activity, and empathic observa- 
tions, with intermittent concern for the day- 
to-day exigencies of the patient’s living. Con- 
sider both the regressive allure and the regres- 
Sive repulsion brought to bear upon those 
residual conflicts and needs having to do with 
his own central fantasies of rescue, nurtur- 
ance, reparation and curiosity, 

This partially regressive Openness and 
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receptivity of the analyst render him per- 
meable, even vulnerable at times, to certain 
processes within the patient. These ongoing 
processes between and within the two partici- 
pants are indispensable to the work; they ev 
largely introjective and projective (Loewal н 
1960; Malin & Grotstein, 1966; Olinick, 
1964). It is part of the analyst's function of 
utilizing empathy or trial identifications 
(Fliess, 1942) that he experience, even if pre- 
consciously, the aggressive, erotic and other 
affects that are projected. and induced. in 
him (Racker, 1957). It is then his peculiar, 
hyper-civilized function to return ^ | 
the patient, guilt-free and anxiety-free, оће 
without words, but if with words, by employ- 
ing the poetic art of interpretation. Nor d 
this all, for the art of interpretation is boun 
by compelling scientific, logical рр Р 
In general, such experiences by the ana = 
of the patient are distinguished by one 
more of the following operations: 0 rà. 
are empathized directly from the patient, s 
manner to be outlined; (2) they arouse » 
him his own ‘eccentric response’ to what s 
patient is doing; (3) neither identical with oa 
patient’s experiences, nor unique to ate 
psychology of the analyst, they are induce = 
him by the patient's alloplastic efforts 3 
resolving his transference conflicts. For jd 
liar example, a patient having identified bee 
the aggressor as a childhood defence, = 
induce in the analyst by means of me 
behaviour the affects experienced at 
hands of the original aggressor. pled 
It is necessary that the analyst be ena ы 
to respond to these experiences appropriata 
as to their origin, content and form, in ОГ $ 
to remain synchronized to and comprehen 
ing of the movement of the patient’s np 
tions, transference and resistance. How (he 
these experiences utilized by the analyst Dm 
regular course of his work? They req" » 
first, an Observing ego which can draw p 
What Hartmann (1939) calls ‘regre sjo” 
adaptation’ and Kris (1935, 1950) ‘regres? .. 
in the service of the ego’. I refer to vae al 
porary and partial suspension of the 


D—— 
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es s reality orientation in favour of an 
Sinus cuu: subliminal, or precon- 
obtains omma The analyst in this way 
ment bears himself and his environ- 
Cognize' 3 1 he could not otherwise 're- 
ond n addition to this topographic 
analyst’s » there quay be available the 
highly iios experience as well. Finally, less 
bs diete ctured sensory representations may 
Within a ind a visual image may condense 
the patent gle frame a complex evaluation of 
Ерт n ал drin а 
as we S that the analyst is regressed 
оное of E term in psychopathology. The 
that his ope his observing ego, and the fact 
the vade nness to what is within himself and 
make for 18 thereby controlled and partial, 
With shee different effect, more in accord 
lem-solvin We:see Іп creative work and prob- 
trolled oe (Kris, 1950). During this con- 
direct d the analyst gains à more 
Otherwise m of the other person than is 
of referenc ithin his scope. It is in this frame 
tions are Е that the analyst's trial identifica- 
Piles Him (Fliess, 1942). u 
ification а 2) defines empathy or trial iden- 
empathy = follows: ‘А person who uses 
transient] pier: object introjects this object 
onto the Mel projects the. introject again 
945 ject.’ (Italics in original.) Fenichel 
tions | ыы 511) refers to such trial identifica- 
Perceptio repetitions of ‘archaic types of 
Equivalent in general’. I am employing the 
E devel term ‘regressed’ for ‘archaic 3 
9f the opmental background for this aspe? 
Prese analytic work-ego will be outlined 
A 
of in experience of empathy is one 
ub сер non-mediated knowing. The feeling 
Moment и though one may not, at the 
informa i able to give the derivation of one's 
impa n, nor the manner in which It will 
Це to the patient. The feeling of 


ai з 
nty will be the greater, depending upon 
nce with 


Cert 


the 


ext : 
thi, ent of one's validated ехрепе 


15 as 
е е еец of his functioning. Sometimes the 
r EE enters awareness as а completely 
it may be as 


124 i 
ed, logical statement; ог 1 
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an affect; or as sensory (usually visual) 
imagery. Considering the quality of mutualit 

that empathy may carry with its feeling M 
certitude, it would seem appropriate to con- 
ceptualize empathy as involving the regression 
of an ego-system or systems to the point of 
intrapsychic fusion of self-image and object- 
image, momentarily and reversibly Jacobson 

1964; Greenson, 1960; Kris, 1950). I suspect 
that some regression is always necessary in 
order for empathy and identification to take 
place. Moreover, regression under the aegis 
of an observing ego is necessary in order to 
recognize the contents of empathy and 
identification—that is, for there to be aware- 
ness of what is otherwise subliminal. 


IH 


In this view of the complexities of trans- 
actions that are integrated within the middle 
Freud's descriptive metaphor of the 
d, 1914; Loewald, 1960; Stone, 
1961) does contain many of the analyst's 
functions of reflecting back to the patient; 
but it is with an altered perspective, freed of 
guilt and anxiety. As we have seen, he both 
observes and experiences in parallel with the 
patient. He also evaluates what of his own 
experiences with the patient needs to be 


reflected. 

We are brought 
ancient questions: 
know the other's thoughts 
does one person influence another to feel 
what he is feeling? How docs it come about 
that the analyst is permeable to processes 


within the patient? 
It may be said, first, that it is one of the 
basic functions of the human being as à social 
animal to experience his fellows. It is essential 
to survival, and it is one of the first things he 
learns as an infant (Spitz. 1965; Scott, 1958; 
Knapp, 1963; Lorenz, 1966). Secondly, it is 
a specifically psychoanalytic function, for 
which the analyst has been trained, though 
ese questions has 


the training in respect to thi | 
not always been explicit. Finally, the patient 


game, 
mirror (Freu 


then to the following 


How does one person 
and feelings? How 
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in some measure forces it upon the analyst. 
This too, from either side, is learned in in- 
fancy and early childhood, in a manner now 
to be outlined. 

A basic aspect of acculturation or humaniz- 
ing has to do with earliest nurturing condi- 
tions—the manner in which the infant or 
toddler, within the mother-child dyad, ex- 
periences and learns the bilaterally ongoing 
influencing of each other to the end of mutual 
satisfaction (Spitz, 1965; Mahler, 1965). On 
the elucidation of these early processes de- 
pends not only the understanding of the 
analysts work-ego as it utilizes empathy and 
intuition, but indeed, the understanding of 
anyone's full recognition of ‘the other one’ 
as à person. In general, one may say that a 
condition for successful nurturing, whether 
maternal, pedagogic or Psychotherapeutic, is 
immersion in the needs of the other one, to 
the end that the other will in turn be immersed 
Infant and mother, 
and Jater, child and parent of either sex are 
participants in a circular process, the re- 


reflecting the 


ments, as of course do also the various other 
biological and PSychological sources of 
motivation to nurturing (Spitz, 1965; Bi- 
bring, 1959; Benedek, 1949), 

Immersion in 


undeveloped person necessarily ent: 
gression, 


| Ones; not with the 
myriad secondary effects of frustration, but 


with the development of tolerance for 
frustration. 

It should be clear that the phrase *in the 
service of" is elliptic, condensing within itse]f 
the fact that the regressing, nurturing person 
is thus ‘serving’ because he is so constituted 
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as to be unable to do otherwise. His motiva- 
tions impel him, in the service of his own 
equilibrium, to perform in this manner, in 
this context, and with this other person. 
Stated differently, the analyst ‘serves’, through 
the use of empathy as a by-product of a gone 
trolled regression, to comprehend the patient 
and to impart this understanding to the 
patient. This is accomplished through verbal 
and non-verbal interventions, or feedbacks— 
e.g. interpretations, silences, tone of voice, 
presence or absence of affect, etc. The feed- 
backs are aspects of the introjective- 
projective transactions that proceed between 
and within the two participants (Olinick, 
1964). 

That the nurturing person has been onge 
upon a time nurtured is a potent force т 
rendering him or her nurturing at this time. 
On the other hand, he may by now have 
learned to do his nurturing differently than 
he had initially experienced it. Р 

In the course of this controlled regression 
in the service of the other, the analyst, as =: 
have seen, is to а greater or lesser extent oper 
to the patient, to his needs, influences, ET 
Jections and inductions. A curious pieni 
menon may now ensue, one that is neatly 
encompassed in Coleridge's phrase, ‘a 08. 
Suspension of disbelief’, For the moment, e 
may be caught up with the patient's ager 
and feelings, in a way not dissimilar to i 
“suspension of disbelief’ in the presence á 
vividly realistic acting on the screen or epi 
This eflect depends on the readiness of E 
observer—participant to yield to the лире 
Pull of identifying with the narcissistic on 
Successful reliance of an actor on his an 
abilities within the role played. In a are 
way, the power of the child in the patien о 
considerable, and this child's demands ce 
and expressions of narcissistic omnipote" he 
unless grossly dystonic, can mesh with ага 
analyst's own residual needs. One may e 50 
parent say, Гог instance, that * He wants (t 
much, it seems terrible not to give it to i је 
Freud (1914) understood well the Роме? 
effects of regression on sublimated 


Per 


teco s 
the ized by the work-ego as dystonic; and 


Plastic i 
“аы 
ti 
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whe in his di 
5. n he wrote in his discussion of trans- 
егепсе-Іоуе: 


W. 

is Herde soot sues for love, to reject and refuse 

ОВ moursere iq for aman to play; and in spite 

Parable fascir nd resistance, there is an incom- 

who nu E in a woman of high principles 

Woman's sub Si MEN passiones It is. ..perhaps, a 
tler and aim-inhibited wishes which 


brin = 
8 with them the danger of making a man for- 


Bet his я > 
sake of technique and his medical task for the 
a fine experience. 


U 
nder the psychoanalytic conditions of 


"regression | | 
i » 190 in the service of the other’, there 
partial, controlled 


belief? ; ‘suspension of dis- 
tions Th. on patient's transference opera- 
: The patient's intent is to make the past 


Teal а d 5 
nd actuated in the present, either as It 


Once ұу, 
as or as he would like it to be. The 


analys 
ao not confirm the transference by 
ing to this behaviour as appropriate; 


ut h Á 
hos experiences the effects of the trans- 
ida * upon himself if only momentarily, in 

to understand it in other than an 


ab: : 
мее) intellectual way. The transference 
even im is emotionally real to the patient, 
d eene his observing ego may know 
it is us Similarly, though not exactly 50, 
j entarily real to the analyst, even as 


is 
ston gr are knows differently. The suspen- 
ions of m resulting from those opera- 
S "repre he work-ego that ] am referring to 
n do in the service of the other’, 15 
© pati € to an intimate comprehension of 
_Patient that is instant and usable. Ex- 


lenci H B . " . 
ing the patient in this fashion i$ 


e 
a 
fects are consequently employed as 


Sign 
als leag; У 
al leading to а reality-orientated аррга!5 


B 


1925) the model of signal-anxiety (Freud, 
meang о ег signal-affects (Zetzel 1965). By 
ecti empathy or trial identification» and 
~ Ve receptivity to the patient's allo- 
Nductions, а setting of mutuality 15 


i а 
Shed, out of which an effective, muta- 
be made 


t, and in 
of the 


е tra 
bs Tence interpretation may 
су, 1934). In such а contex 


Cally у 
Y experienced hands, even some 


analyst's eccentric responses can be brought 
to serve as affect-signals. z 

Some of these matters can be illustrated by 
an example from a querulous patient. He had 
been showing clinical improvement when he 
began to complain that it was difficult to 
keep his appointments, that he wanted them 
changed, that his work requirements were 
increasingly stringent, and moreover that he 
was now enjoying his work to such a degree 
that he would prefer not to leave his office for 
the analyst's. He complained also of the fees, 
of the diminishing value of the therapy, and 
of the analyst’s seeming disinterest and 
boredom. 

In view of his clinical improvement, 
including the fact that his presenting symp- 
tom had been homosexuality, and that in the 
course of treatment he had transient hetero- 
sexual relations for the first time in his life; 
and since he was currently engaged in manceu- 
vres with a responsive young woman, the 
analyst was entitled to have doubt and 
curiosity about the complaints; and more, to 
wonder why he himself should be feeling a 
guilty and irritable discomfort at the patient's 
continuing resistance. 

The patient's complaining came to be 
understood in terms of his angry denial and 
projection of his guilt-feelings concerning his 
impending oedipal success with the young 
woman. This success carried with it the 
implication of defeating the analyst as the 
other man. If now the analyst could be made 
to feel guilty, deprived and angry—these 
being feelings the patient had long been 
struggling with—and if the analyst could be 
induced to experience what the patient had 
also struggled to make his parents feel, then 


the patient, freed of bad feelings, could feel 
or incestuous and 


a d of responsibility f 
ae E ulses. More than 


parricidal feelings and imp 
that, he could feel vindicated, good and 


lovable. 


It was necessary for the analyst to be open 


to the patient's affect and to employ this as his 


own affect-signal, in order to know what 
needed to be clarified and interpreted. It 
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could then be progressively clarified to the 
patient that, in effect, transference had 
become a resistance: that he was ‘working’ 
the analyst instead of working with him; that 
he was creating a transferentially projected 
diversion, in which the analyst was the bad, 
guilty one, and the patient was the maligned, 
innocent one; and that he was making the 
analyst feel something instead of his feeling 
it himself. Clarification and interpretation of 
the patient’s guilt-feelings and their sources 
could then follow, in a new phase of working 
through. 

There had in fact been a ‘suspension of 
disbelief’: the patient's acting out resulted in 
the analyst empathizing guilt in temporary 
collusion, or trial 
This guilt was recognized as 


It is true that the analyst had known this 
cognitively, but such abstract, theoretical 


With empathized or induced affect, one has 
being equal, it is 
clarification, con- 


~~ May result either in 
the appropriate reality-orientation and thera- 


Or in 


are congruent with the 
Scientific conscience’ of the analyst and with 
the over-all contextual understanding, the 
regression may be said to have been in the 
'service of the other’ (cf. Fliess, 1942; 
Menninger, 1958; Legault, 1966). 
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To return to our earlier questions, we neec 
not ask: How do we come to comprehenc 
each other, to empathize or be intuitive, tc 
influence or be influenced? Rather we ask 
What interferes with these processes, natural 
as they are and essential to living, humanizing 
and at least potential in everyone? The answel 
lies in the infant’s and child’s utilization, 
under the censures and nurturance of the 
adult, of his own capacities for learning to 
adapt to what is required of him, in the 
mutual, interdependent relatedness that may 
lead either to normal development or to 
pathology (Mahler, 1965; Geleerd, 1965). 


IV 


That a mother should immerse herself in 
her child over a period of years is largely 
taken for granted in our present, er 
Orientated culture, though in many periods 0 
history and in many cultures this has not је 
the case (Ariés, 1962; Olden, 1952). But tha 
àn adult man or woman should devote 
energies to years of arduous study in qu 
to spend his days and hours with a ini 
handful of patients in what has been called 2 E 
"impossible profession’ (Freud, 1937; Green 
Son, 1966) is a phenomenon that has bamo 
our colleagues and at times ourselves. It is n 
explanation to refer to scientific curiosity» 
humanistic dedication and the like: these s 
not unique to psychoanalysts. The uniq" 
ness, it seems to me, lies in the degree n 
Which the psychiatrist is willing and wer 
of regressive immersion in the service М u 
other, as distinguished from service p 
Such regression. The resultant closely n 
tegrated dyad is analogous in intensity nil 
extended influence to the early mother-e n 
unit, in so far as it establishes an ema u 
Setting for development and maturati e 
giving to the patient the opportunity t° 
sume €80-development, fth 

Despite the individual stamp or style ? pis 
analyst within the accustomed omc pomi- 
work, there are underlying common is dis 
nators of Psychodynamics—more clearly 


e EE а m ава о “== 
di. REDE. 


On emp and regression in Service о the other 
ath 
D. о 1 of 


cerni пе ; 
а where the fact of ап 
fantasy, 1 de ime may expose uodedyihg 
motivation o P that a powerful source of 
himself to its the psychiatrist dedicating 
Teflects the gen psychoanalytic relationship 
having to A etic effect of a rescue fantasy 
latter havin With a depressive mother, the 
her wei. induced such rescue fantasy in 
to cónnote pli By ‘depressive’ I intend 
and in sb character prone to depression 
dependenc п it is pertinent to discern oral 
of esi eei i hunger and feelings 
evoking the n as the factors prominent in 
fantasies, reciprocal and complementary 
For 

to be Pu gah of mother and child 
Necessary pie must be early, though the 
example, A ration is not clear (see, for 
1923, 1933 . Freud, 1954, 1963; Ferenczi, 
that nude 1933, p. 165). It seems 
Sufficient: ша or sadness alone is not 
Must be at | addition, the maternal character 
fter there re in certain aspects alloplastic. 
orce the uh an effort by provoking guilt to 
also confir her to rescue, such enslavement 
ming one's lovability. Perhaps these 


, actors най 
help incidentally to explain the often 


Power á 
Pon helpless appeal’ of some depressive 
To ` 
healing” Mies no amount of rescuing ог 
Satisfy A гена successful, is going to 
Onflict ae i ambition and master à 
Tescue fa ose wellsprings are in a child's 
and the s . It is the internalized conflict 
laret Mor a object that must of course 
“ive as that Nor do I mean to say anything SO 
Ing but? at the analyst's work-ego is ‘noth- 
bat be н playing at rescue. Neverthe- 
return e oe in human endeavour 
de Mastered p sr № the re-actuation O 
js ement asic conflicts of childhood, the 
fion and of which is necessary to simplifica- 
Orms Vi ue in living. There are many 

ipus Es. riddle of the Sphinx and, 25 
' ghost ly learned, she is not an easily 
t m : 

st be said that the process of rescuing, 


less 


laiq 
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as distinguished from the fulfilment of fant 
T the definitive act or by the еса, 
oth ve poe ks m alleviate 
Д cathectin ivi 
and so replacing di. object Sandler Bie 
1966), the practice of therapy may com 
replace or substitute for the niemal d 
conflict and object. But such marriage to не. 
work has a neurotically compulsive als 
and it is subject to the usual changes of fort 
of the compulsive defences. m 


SUMMARY 


The ‘middle game’ of psychoanalysis has been 
defined, and scanned for the delineation of some 
of the basic operations of the analyst. His em- 
pathic skills are facilitated by exercise of what 
Kris, in the context of creativity and problem- 
solving, referred to as ‘regression in the service of 
the ego’. Such regression within a nurturing dyad 
may result in “the service of the other". Its vicissi- 
tudes point the way to understanding of motiva- 
tion in choice of profession and selection of 
ents, as well as of decompensation into non- 
alliance. 
hing factor for the psychoanalytic 
psychiatrist lies in the degree to which he accepts 
n in the service of the other, as contrasted 
ice lacking such regression. This factor 
in turn reflects the genetic effects of a rescue fan- 
tasy in a family unit uniquely marked by a 


depressive mother. 
Such behaviour as 
art of one adult wit! 


society often regarde 
though also with envy. 
motivational sources are i 
han those of other colleagues 
ons. His rescue fantasy, OT 
x, is sublimated, ог integrated, 
He is subject to regressive de- 
t he and his patient are safe- 


guarded by the techniques of his work, his own 
ini nalysis, and his own integrity. It is my 
he controlled regression of the analyst 

the defining con- 


d-game is one of 
rk and for the psychoanalytic 


pati 
therapeutic mis 
The distinguis 


regressio. 
with serv 


I have described here, on the 
h another, is in our Western 
d with disdain and distrust, 
Be that as it may, the 
n their way no 
in the 


analyst's 
St 


stranger t 
service professi 
George comple: 
into character. 
compensation, bu 


view that t 
during the mi 
ditions for his wo 


situation. 
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Althou i 
Sates. ta а there is much reference in the United 
readily ын childhood psychosis ‘autism’, one 
у with бе 5 that very few authors are familiar 
assical concept as put forth by Leo 


Kanner 
freely етт have thus adulterated the term by too 
anner's г es It to cases which far from meet 
self emphasi = pue criteria. Kanner (1958) him- 
fortunate! = the specificity of the term. Un- 
Widely "its did so in a publication which is not 
developmen ated in the Americas. By tracing the 
frame of 2 of the concept, it is trusted that a 
Properly Serie cn will be established for more 
Other invest; uating the findings and conjectures of 
ntque de, an introduced by Bleuler 
Tom the Be e а compound symptom resulting 
tion and ай, zophrenic patient’s altered associa- 
| ната functions: *...schizophrenia 
( Tlation aree by a very peculiar alteration ofthe 
external TONA the patient's inner life and the 
'édominance. The inner life assumes pathological 
gether with the This detachment from reality, to- 
inner life he relative and absolute predominance 
n the b y WO term autism.’ 
duced th of 11 case histories, Kanner (1943) 
Ddrome ; e concept of autism as à distinct 
» Standing 2 childhood psychosis. The “out 
Was deft pathognomic", fundamental disorder’ 
етта as ‘the children's inability fo relate 
situations in the ordinary way to people and 
сапу date from the beginning of life’. At this 
b Ween i саша attempted to такса distinction 
ls is not Am syndrome and schizophrenia: 
it departure fi j schizophrenic children or adults, 
Й 5 not a « Toman, initially present relationship; 
Participati withdrawal” from formerly existing 
Uti stig ion. There is from the start an extreme 
e Ente, id 
y be features comprising the syndrome 
SBinnin marized as follows: (i) From the very 
ti) iius feeding problems were encountered. 
€ the normal infant at 4 months of age ог 


“A 


intr 


* 
Th 
liu o fn Gray School of Medicine, 
alem, North Carolina. 
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Leo 
Kanner's concept of early infantile autism 


By CHARLES H. CHAMBERS* 


older, most of the patie: 
anticipatory sicui. in paese ri ing 
: e о bein 
picked up. (iii) Intruding loud noises and en 
objects were reacted to with horror. (iv) Al 
actions and utterances were monotonousl 
repetitious with a resulting limitation in NS 
variety of spontaneous activity. (v) Although ei 
of the 11 acquired the abili ep 
f acqu ity to speak, in no case 
did vocalization serve for communication. Sen- 
tences were echolalic; speech and understanding 
were literal; and personal pronouns were repeated 
just as heard. (vi) In contrast to the children’s 
inability to relate to people, they established good 
relations to objects. (vii) The speaking children 
demonstrated excellent rote memory for words. 
numbers and rhymes; and all the patients were 
‘unquestionably endowed’ with good cognitive 
potentialities. (viii) Their physiognomies were 
intelligent and gave the impression of serious- 
mindedness. (ix) Most were physically normal. 
(x) All came from highly intelligent families. 

In concluding the earliest publication, Kanner 
referred to the cases as ‘inborn autistic disturbances 
of affective contact’. A year later, Kanner (1944) 
designated the condition as ‘early infantile 


autism’. 
By 1946, 23 cases 
eculiarities of the aut 


had been seen, and the 
istic child’s language had 


been studied (Kanner, 1946). These observations 
were found consistent with those two characteris- 
tics which Kanner deemed *phenomenologically 
outstanding": excessive aloneness andananxiously 
obsessive desire for the preservation of sameness. 
From thestudy, it was concluded that theseemingly 
irrelevant and nonsensical utterances of the 
autistic child ‘represent in the main metaphorical 
expression which, instead of relying on accepted 
or acceptable substitutions as encountered in 

oetry and conversational phraseology, are 


n concrete, specific personal experiences 
who uses them’. Thus for the autistic 


h was found not to serve as a means of 
it was considered a creation 
in self-sufficient and self- 


rooted i 
of the child 


which 
contained". 
42 
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With the symptomatology of early infantile 
autism fairly well defined, Kanner turned his 
attention to nosological allocation and aetiological 
orientation (Kanner, 1949). Any alignment of 
early infantile autism with degenerative organic 
Processes was immediately ruled out for three 
reasons: (i) The patients did not pass through a 
prodromal stage. (ii) Neither neurological finding 
nor electroencephalograms warranted considera- 
tion of brain tissue involvement. (iii) Even the 
most withdrawn cases showed ‘residual oases of 
planned mental activity’. I 

Because of the mutism showed by many autistic 
children, some investigators had suggested that 
the condition was an aphasic phenomenon. Kan- 
ner would not consider such an explanation for 
two primary reasons: (a) unlike the mute autistic 
child, the congenitally deaf child responded to 
gestures and formed a definite relation to the 
mother; (5) these apparently mute autistic children 
who eventually began to talk demonstrated an 
accumulated store of ‘readily available linguistic 
material’, 

From the first description of early infantile 
autism, controversy has reigned over its relation- 
ship to schizophrenia, Originally, in 1943, Kanner 
had attempted to classify the syndrome apart from 
schizophrenia, but 3 yr. later he relinquished his 
stand and reasoned as follows. The clinical fea- 
tures of early infantile autism are “so intimately 
related to the basic nature of childhood schizo- 
phrenia as to be indistinguishable from it...Earl 
infantile autism may therefore be looked upon as 
the earliest possible manifestation of childhood 
schizophrenia,’ 

With reference to aetiological orientation, the 
most consistently Outstanding feature of the 55 
cases studied had been the parents. Kanner 
asserted: * My search for autistic children of un- 
sophisticated parents has remained unsuccessful 
to date.’ A study of the parents' personalities and 
attitudes revealed the following common attri- 
butes: (i) They demonstrated mechanization of 
human relationships: ‘Most of the Parents de- 
clared outright that they are not comfortable in the 
company of people; they preferred reading, 
writing, painting, making music, or just “ think- 
ing”! (ii) They were undemonstrative marriage 
partners: ‘Matrimonial life is a rather cold and 
formal affair. On the other hand, there 
major animosities.' (iii) Despite a lack of 
warmth, the mothers were conscientious i 


are no 
genuine 
n caring 
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for their children: "They were anxious to p 
good job, and this meant mechanized service oft н 
kind which is rendered by an rm csi 
gasoline station attendant." (у) The mà 
supplemented their lack of interest in p oe 
with devotion to duty: ‘Many of the fath 
and most of the mothers are ipi ern 
Obsessive adherence to rules serves as a rinde 
for enjoyment of life.” (v) Most of the parol 
were not unwanted: * Childbearing was an accept 
part of the parents’ conception of matrimony. 58 
In the 55 cases studied, Kanner noted: ione 
were very few exceptions, but the existence on 8 
exceptions is puzzling.’ He pointed out that sd 
same parents had children which were not med 
drawn and that there are parents with the sé 
characteristics but no autistic children. -— 
With nearly 100 cases observed by 1951, sei 
expanded upon what he deemed the secon Sn m 
Outstanding characteristic of the ines tr 
anxiously obsessive desire for the preservati child 
sameness. With respect to events, the autistic: m 
was found to live in a static world: Мета 
quo must be maintained at all cost." This wire * 
was distinguished from obsessive ritualism a chil 
ing to one significant detail: "The autistic more 
forces the people in his world to be even лаке 
Obsessive than he is himself. While he may ni i 
occasional concessions, he does not gran ай 
privilege to others." With respect to pe ae 
people, the autistic child суар R 
‘People as well as objects must be “who T 
visible scar or wart evokes instant commen | ог 
addition, * The retention of sequences 15 45 Ма 
ране нанио арраи 
and space relations.’ Further, “rhe: oe añ 
memory is phenomenal in this respect. n is" 
change in the environment results in di s find 
comfort, Kanner concluded: ‘The patie gi 
security in sameness, a securi ty that is very паге 
because changes occur constantly, and thee у 
are therefore threatened perpetually penn 
tensely to ward off this threat to their a to 
Kanner once again turned his ine 100 
aetiological considerations. A survoy of je 
cases observed by that time (Kanner, zs d "i 
vealed the following trends: (i) Since 8 tion 0 
children were boys, there was an ms th? 
male predominance, (ii) The majority wis! 
children were either Anglo-Saxon S ited jo 
(iii) No basis could be found for genera con? 
concerning the patients’ births or physic? 
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PUR | лечи than half were either first-born or 
iene (v) Investigation of 973 parents, 
peychonics чов апі aunts revealed only 13 
mental 2 аван, two epileptics and two 
probably au аа Of 131 siblings, three were 
tional dim — and seven others showed emo- 
hereditv. = ances. Thus concerning the role of 
cate ha f L— concluded: “These figures indi- 
difficult == а genetic point of view, it would be 
betes са oe a meaningful positive correlation 
of замене d ни autism and the occurrence 
patients? m and neurological disease in the 
Sétvatioris сЕ (vi) Consistent with the ob- 
cases, "The: He first 11 and again on the first 55 
аа qoc children came from intelligent, 
common pa stock.” (vii) The observation of 
Cases ee и attributes made on the first 35 
Cases. In та = substantiated by the added 45 
the 100 cas han Kanner noted: ‘in every one of 
to those ки at least one of the parents conforms 
resemblanc haracterological criteria. There is à 
their dide between their make up and that of 
reached "e. except that their aloofness has not 
illness,” he gross proportion of а psychotic 
din D to aetiology, thus, Kanner con- 
trend t neis, therefore, led to think ofa familial 
; oward detached, obsessive, mechanical 


ivin 
Stee At the same time, it should not be for- 
en that the emotional refrigeration which the 
not but 


ohi 
зе ss присни from such parents cannot but 
Ne, pathogenic element in the patients 
ully én ity development, superimposed power- 
inherita. whatever predisposition has come from 
ance. 
ms 1954 meeting of the American Psycho- 
Мазь rt Association, Kanner and Leon 
Study ris presented the results of a follow-up 
1955) в, autistic children (Kanner & Eisenberg, 
sin е introducing the new material, "s 
autism Duc the current concept of early wp 
are justifi ith the summary, they concluded: = 
iei in regarding the job of description an 
ished ис formulation as reasonably accom- 
hich " They then discussed a number of iis 
namics equired further elucidation: aetiology y 
Progno Eu the patient-parent interplay, nosology: 
he sis and therapy. 
Same ei of aetiology Wa 
Cases, С anner gave on the basis 
Parent es the dynamics © 
nterplay, three points of vi 


s essentially the 
of his first 100 
f the patient- 
ew were men- 
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tioned as having been put forth by other investi- 
gators: first, the parental personality is of no 
aetiological significance; second, the parents, es- 
pecially the mother, are the basic cause of the dis- 
order; and third, the child’s innate predisposition 
for unrelatedness is aggravated by parental per- 
sonality deficits. The latter was seen to be more 
consistent with Kanner’s views concerning aetio- 
logy. On the issue of nosology, Kanner & Eisen- 
berg clarified some divergencies which had 
appeared in the literature. First, in response to the 
contention that early infantile autism represented 
an oligophrenia with affective defect, they agreed 
that ‘the solid barrier between mental deficiency 
and psychotic illness has been removed’. * Never- 
theless’, they argued, "ће observed fundamental 
differences between autistic and oligophrenic 
children cannot be simply dismissed as differently 
structured variants of essential feeblemindedness. 4 
Next, in answer to à suggestion that early infantile 
autism be classified apart from schizophrenia as à 
syndrome sui, generis, Kanner & Eisenberg replied : 
‘Tt certainly does present а picture of sufficient 
specificity to be sifted out and recognized as being 
unlike other psychotic behavior constellations, 
but there surely can be no objection to its inclusion 
in a broadly conceived framework of "schizo- 
> In order to make some prognostic 
s and gain some indications of the most 
therapeutic approach, the follow-up 
study on 42 cases had been undertaken. 
Generalizations about the 42 patients were 
made as follows: (i) The primary characteristics of 
aloneness and insistence оп sameness persisted 
into adolescence; whereas some of the secondary 
features, such as echolalia and pronominal rever- 
sals, were lost. (ii) The presence or absence of 
language function during pre-school age suggested 
a prognostic criterion: ‘All but one of the ki non- 
speaking children have remained in à state of com- 


lete isolation and, on superficial observation, 
distinguished from markedly 


Ofthe23 speaking children, 
hieved sufficient emergence 
ore or less schizoid fashion at 

while ten are now clearly 
{ the treatment of the 
19 non-speaki the observation was 
made: ‘None of the varieties of psychiatric treat- 
ment employed had any noticeable effect. In 
reference to the care of the speaking children who 
had become able to attend school, it was pointed 


phrenia". 
evaluation 
promising 


home ог in 5 i 
ic.’ (iii) Concerning 
ing children, 
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out that ‘only two of these twelve children had any 
help which might be regarded as psychiatric 
treatment, while several of the others had received 
intensive psychotherapy’. 

On the basis of the follow-up study, Kanner and 
Eisenberg concluded: ‘These findings force us to 
believe that, over and above any contribution 
from external intervention, the child’s own 
psychologic structure, resulting from inherent 
factors and the dynamics of the parent-child 
relationship, must be regarded as the main deter- 
minant of subsequent development.’ 

In 1956 there appeared what may be considered 
the summary publication in the development of 
Kanner’s classical concept (Eisen berg & Kanner, 
1956). By that time 120 cases had been observed. 
Concerning the status of early infantile autism as 
of 1955, the following points were given: (i) ‘early 
infantile autism has been fully established as a 
clinical syndrome’. (ii) ‘It is characterized by ex- 
treme aloneness and Preoccupation with the pre- 
nifest within the 
tory, early onset, 
from older child- 


ariable since those 
he human environ- 
significantly better 
' (у) ‘Present know- 
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ledge leads to the inference that innate as well К 
experiental factors conjoin to produce the -— 
picture.’ (vi) ‘It remains for future hue 
to uncover the precise mode of operation of 1 
pathogenic factors as a basis for rational treal 
ment." 

Review of later publications by Mu cR 
(1958) and by Kanner (1965) reveals no furt E 
significant alteration or expansion in Kanne 
concept of early infantile autism. 


SUMMARY 


In an attempt to convey an understanding of 
Leo Kanner’s concept ofearly infantile autism, Еў 
concept is traced through its formative A a 
such an approach, it is trusted that a fram = 
reference is established for more properly — 
ing the findings and conjectures of other inve 
gators. 
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Thought-process disorder, delusions of persecution and 
‘non-integration’ in schizophrenia 


Bv F. M. McPHERSON* 


Ne rep of several different types may be 
(Fish Ip diagnosed as schizophrenic 
thought- ). In addition to these disorders of 
не d content, schizophrenics may also 
thou a op thought-process (formal 
ty "i f isorder’). It can be argued that the 
ia of delusion which a patient experiences 
"a be influenced by whether or not he is 
art i propess disordered. This study 
беса кна the relation between thought-pro- 
of * isorder and two types of delusion: those 
Non-integration’ and of persecution. 
Delusions of *non-integration' ог * disinte- 
gration’ have been described by Foulds (1965) 
eed have in common that they involve dis- 
ances in the patient's self-concept. Thus 
Some patients have a distorted body image, 
NU erroneously that there is something 
s with their bodies. They may have 
rites a of ineffectiveness of the self, and won- 
$5 who they really are’. Foulds argues that 
m € visual and auditory hallucinations can 
ae be regarded as * non-integrated de- 
Pieria *delusions because they are false, 
Mes akable beliefs, and : non-integrated' be- 
Use they seem to involve a breakdown of 
i: * boundary between the patient and his 
lYironment, 

Persecutory delusions are those in which 
er. eni believes he is being plotted apu 
i "armed by people around him. Althoug 
ны and illogical, these delusions do not 
in m to involve the same degree of disintegra" 
i. of the patients concepts 25 do е 

€grated’ delusions. For а persecutory 1 ea 
© be maintained over a long period pre- 
њи Department of Psychiatry, Universiy E 
Sc inburgh, Morningside Park, Edinburgh 10 
Напа. 


sumably requires (ће patient to have a 
reasonably well-defined and stable set of con- 
cepts relating to himself and his environment. 
Bannister (1960, 1962) and Bannister & 
Fransella (1966) have shown, and Foulds 
et al. (1967) have confirmed, that thought- 
process disordered schizophrenics are charac- 
terized by disturbances of their conceptual 
structure. As measured by Repertory Grid 
technique, concepts are used inconsistently 
and the relations between concepts are ab- 
normally loose. This suggests that those 
patients with thought-process disorder who 
are also deluded may be unlikely to have 
many persecutory delusions, On the other 
hand, lacking a stable and consistent self- 
concept, they may be more likely to have 
‘non-integrated’ delusions. Non-thought-dis- 
ordered schizophrenics may be unlikely to 
have * non-integrated " delusions, but may be 
more likely to have persecutory ones. The 
study was designed to test this prediction. 


METHOD 


Subjects 
Forty-eight schizophre! 


They 


nic patients were tested. 
selected from among 
e following criteria: (1) 
(2) they had been 
clinical grounds, 


they were age 
gical test results; 


diagnosed as schi 
independently of any psycholo : 
and (3) they were showing active psychotic symp- 


toms (not necessarily thought-process disorder or 
delusions) at time of testing. They were selected 
according to а 23 factorial design, with equal 
numbers of paranoids and non-paranoids, acutes 
and chronics (the cutting point being two years 
from first admission to hospital or diagnosis of 


schizophrenia) and males and females. 


zophrenic on 
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Measures 


(1) Thought-process disorder. This was assessed 
by the Bannister-Fransella test (1966). Patients 
Were regarded as thought-process disordered who 
obtained scores of 700 or below on ‘intensity’ 
and +0-49 or below оп ‘consistency’. According 
to Bannister & Fransella's norms, scores as low 
as this are obtained by 80 per cent of thought- 
process disordered schizophrenics, but by only 
5 per cent of non-thought-disordered schizo- 
phrenics. 

(2) Delusions. The Delusion Scale of the SSI 
(Foulds & Hope, 1969) was administered. Five 
items refer to delusions of persecution: D 3, 4, 6, 7 
and 10; four refer to “non-integrated’ delusions: 
F2, 3, 7 and 10. The relative frequency of perse- 
cutory to ‘non-integrated’ delusions was assessed 
by subtracting the number of “non-integrated’ 
delusions to which the patient admitted, from the 
number of persecutory items affirmed. High 
positive scores therefore indicated a predomi- 
nance of persecutory delusions, and high negative 
Scores a predominance of ‘non-integrated’ de- 
lusions. 


TheSSI was administered after the Bannister- 
Fransella test, 


RESULTS 


The results of the 24 acute and 24 chronic 


patients were analysed Separately. Of the 
acute patients, 


ordered on the Bannister- 


1 ! | n age, sex, verbal 
intelligence (Mill Hill Synonyms) or in the 


proportion of paranoid to non-paranoid 
patients within the Broup. They did differ 


+ 15, indicating, 
ance of “non-integrated’ and of Persecutory 
of the two 
groups differed significantly (Mann-Whitney 
U = 21; P < 0-02, two-tailed test). 

Of the 24 chronic schizophrenics, 12 were 
thought-process disordered, They did not 
differ significantly from the 12 non-thought- 
Process disordered chronics in age, sex, verbal 
intelligence or in the ratio of paranoid to non- 
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paranoid patients. The thought-process dis- 
ordered group had significantly lower delu- 
sion scores, with a mean of —0-3 compared 
with one of --L for the non-disordered 
group (U = 32; P < 0-05, two-tailed test). 

This tendency for patients with thought- 
process disorder to have a predominance of 
"non-integrated" over persecutory delusions, 
existed also within the paranoid and non- 
Paranoid groups. Of the 24 paranoids, 11 
were disordered on the Bannister-Fransella 
lest. They had significantly lower delusion 
Scores than the 13 non-disordered paranoids, 
With respective means of +0-5 and +18 
(U = 34; P « 0-05, two-tailed test). Of the 
24 non-paranoids, 13 were thought-process 
disordered. They also had significantly lower 
delusion scores than the 11 non-disordered 
patients in the group, with means of —1' 
and +0:5 respectively (U = 22; P < 0:02, 
two-tailed test). In both paranoid and non- 
paranoid groups the thought-process dis- 
ordered and non-disordered patients did not 
differ significantly in age, sex, verbal intelli- 
gence or in the proportion of acutes an 
chronics. х 

The relation between thought-process dis- 
order and delusions of the two types WS 
further illustrated when the 11 patients who 
admitted only to “non-integrated’ delusion 
and who affirmed no persecutory items, Wer 
compared with the 15 who had only persecu 
tory delusions and none of вова, 
All 11 of the former group but only five of t^ 
latter group were thought-process боге 
Оп the Bannister-Fransella test (= 179 
d.f. = 1; P < 0-001, two-tailed test). 


Discussion ice 
The results were thus in line with gend 
tion. Schizophrenic patients with о 2 
Process disorder, as measured by the P ns 
nister-Fransella test, tended to have dg, 
of *non-integration* rather than of Dent 
tion, whereas patients without thoUÉ 
Process disorder tended to admit to a enis 
proportion of persecutory delusions- 
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relation did not merely reflect the paranoid- 
non-paranoid dichotomy, since it was found 
within both the paranoid and non-paranoid 
groups. 

Conversely, patients with only ‘non-inte- 
grated” delusions were more likely than those 
with only persecutory delusions to be also 
thought-process disordered. 

Bannister & Salmon (1966) have suggested 


7 th е Š 
at thought-process disorder does not entail 


noct. breakdown of conceptual struc- 
леч cognitive areas, but rather a specific 
а in areas of greatest * psychological 
dot E H ue patient. For example, the 
A Sp ual structure governing objects is less 
ordered than that governing people. A 
d, conceptual structure governing him- 
> Le. his personal attributes, body image, 
A presumably has maximal ‘ psychological 
ning’. It may thus be expected to show 
tg) severe breakdown. The present 
oe give some support to this suggestion 
Y Showing that thought-process disordered 
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schizophrenics tend to have major disorders 
of these concepts, as indicated by the presence 
of ‘non-integrated’ delusions. 


SUMMARY 


The study tested the prediction that thought- 
process disordered schizophrenics tend to experi- 
ence delusions of ‘non-integration’ rather than 
delusions of persecution, whereas non-thought- 
process disordered schizophrenics tend to have 
persecutory rather than ‘non-integrated’ delu- 
sions. Forty-eight actively psychotic schizo- 
phrenics were studied. Thought-process disorder 
was measured by the Bannister-Fransella test 
and the presence of delusions was assessed by 
items from the Sympton-Sign Inventory. The 
results significantly supported the prediction. 
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The concept of ‘aliveness 


Bv JANE 


[9] 
id ke most salient features of chronic 
tioning, The А is tig disturbance in symbolic func- 
phrenic is тар and reasoning of the schizo- 
lam ес distorted and paralogical. What 
lopital resed in here is whether the failure in the 
systematig eee ability of the schizophrenic isa 
disorganized н -: air the failure is completely 
phrenic thinki nd random. Can we view schizo- 
qualitativel Ee a3 a regression to an earlier or 
logic of its y different level of functioning with à 
ан own, such as Piaget found in children. 
теам к more random and disorganized 
with schizo б he aim of this research is to employ 
Nis used а ѕоте оѓ the techniques Piaget 
Ti ратова a patterns of thinking in children. 
of бена the aim is to study what the concept 
рај means to schizophrenics. This work 
beliefs conc ат Бег investigation of their system of 
together memes life, death and consciousness, 
groups, comparative study of other clinical 


THEORETICAL CONSIDERATIONS 

search into the 
involving thin- 
h of this work 


"ss € has been a great deal of re: 
ing ire: mie ad complete tasks 
«айсан reasoning. However, muc с 
thinkin ated on the outcome of theschizophrenic’s 
Arrives denn than on the process. How he 
Or insta is conclusion is often not considered. 
& Cha nce, Von Domarus (1954) and Gottesman 
reasoning er (1960), in their work on syllogistic 
This ty is errors, make no reference to process. 
fication zt f approach has not helped in the clari- 
come of diagnostic problems because the out- 
patients Ts thinking of schizophrenics and 
Same, pq organic impairment is 50 often the 
Teasonin 'LEFOUpS sometimes fail on thinking and 
possibl 5, tests, but, I would like to postulate, 
et al, d 6 "e fail for very different reasons. Lidz 
brain ) studied patients with a wide variety of 
pathology and metabolic and toxic impair- 
Sutton, Surrey, and 


* Belmont Hospital, 
University College 


Depart 
го cle 
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з in chronic schizophrenia 


CLARKE* 


ments of cerebral function. They demonstrated 
that *the thought disorders of all such patients 
differed from those of schizophrenic patients. 
Patients with known brain dysfunctions that 
affected their thinking suffered a degradation of 
intellectual potential. Both tests and psychothera- 
peutic work with schizophrenic patients indicated 
that they retained their intellectual potential but 
used it in distorted ways.’ The work of many 
psychoanalysts and clinicians would tend to con- 
firm this view. There is no lack of intellectual 

otential in schizophrenia. Rather it can be 

ostulated that, possibly due to failures in develop- 
ment for whatever reason, these capacities have 
either never been developed, or else they have been 
used in other ways to defend against the over- 
whelming implication of the problems which may 
arise due to this faulty development. 

Bannister & Salmon (1966) have attempted to 
explain the impairment shown by schizophrenics 
on cognitive tasks on the basis of a theory of emo- 
tional loading. That is, schizophrenics may fail in 
some areas which are emotionally significant for 
them, but not in others which are less disturbing. 
Bannister & Salmon (1966), using à Kelly grid 
technique, found that schizophrenics cannot deal 
with the emotional implications of thinking about 
people. whereas inanimate objects may be less 
threatening. Similarly, items which have personal 
relevance for the schizophrenic on traditional tests 
of cognitive ability may affect the subject’s level of 


functioning. In clinical practice with the Wechsler 
for instance, it is often 


Adult Intelligence Scale, 

noted, as by Rapaport (1950), that the responses of 

schizophrenics are variable; they will fail easy 
i t ones, rather than 


items and pass 
function over-all at а be that 
particular items have perso 
schizophrenic so that he cannot cop 
lications and blocks on these particular questions. 
One area of human experience which, on the 
basis of clinical observation, seems to be parti- 
cularly difficult for schizophrenics to deal with is, 
the differentiation between animate and inanimate. 


Searles (1965) writes concerning à chronic schizo- 
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phrenic patient: ‘in my early years of work with 
him, I found much evidence that his ego differentia- 
tion was rudimentary—much evidence that he 
experienced no firm ego boundaries demarcating 
himself as a human individual from the outside 
world, and that he was unable to distinguish clear- 
ly, at a deep Psychological level, among the three 
great classes of objects in the Outside world, inani- 
mate things, living but nen-human things such as 
animals and plants, and, finally, human beings’. 

Erikson (1951), Balint (1958) and Burnham 
(1956) have also noted similar phenomena. This 
difficulty in distinguishing between animate and 
inanimate was also found by Piaget (1929) in 
children’s thinking. He delineates four Stages of 
thinking before the child can distinguish fully 
between animate and inanimate. These Stages are 
not restricted to particular ages but their sequence 
is important, as 
(Russell & Dennis, 1939). Piaget simply asked his 


definition, consciou 


necessarily regard 
were alive. 


emotionally loaded. The area selected for Study 
is that of the differentiation between animate and 
inanimate. A further aim is to investigate what 
happens when a subject does fail to distinguish 
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between animate and inanimate. Is the answer 
given completely random and incoherent, or are 
the schizophrenics answering according to some 
System and, if so, what is this System? In other 
words, although the answers of the schizophrenics 
may be odd or wrong in terms of everyday logical 
thinking, do their answers make sense in terms 0 
another system of thought, which is consistent 
within itself although not the same as that which is 
generally accepted. The similarity between the 
thinking of young children as described by Piaget 
and that of schizophrenics has led me to employ 
some of Piaget's techniques to see whether any 
parallel scheme would emerge in schizophrenic 
thinking, However, to do this I have chosen to 
devise a standardized form of interview M 
than use the clinical approach which Piage 
adopts. 


METHOD 


The subjects in the study were asked whether the 
following objects were alive or not; a stone, the 
moon, self, a bicycle, a cat, water, flowers, a a 
fire, the experimenter, tree, clouds and the des й 
These questions were not presented in the arias 
order but were incorporated in random order in a 
a larger questionnaire concerning паноа 
апа death as well, After each question the ped 
jects were asked why they said an object was ве! 
ог not and their Tesponses were written den 
verbatim, The objects were chosen so that there а й 
at least two objects representing each of the gus 
Stages delineated by Piaget, e.g. stone, wet 
(stage 1: non-moving inanimate objects are Au 
bicycle, water (stage 2: Objects which derive p^ 
movement from without are alive); moon, = 
(stage 3: objects which move of their own ассо! 
are alive); cat, tree (stage 4: aliveness restricte 
the animate world). The subjects were also wail 
whether they themselves and the experimenter pA 
alive to determine whether the confusion occ" e 
in both directions, i.e. whether as well as inanimat 
Objects being seen as animate, animate objects ® 
seen as inanimate, am 

There are many criticisms of the method ! и. 
using. Firstly, the questions are rather diet, 
unsubtle. They are also rather ‘mad’ que 
and at times [ am asking about areas of а 
experience which it is perhaps difficult [0 tudy 
about. My only defence is that perhaps this js e 
Will help me delineate more closely areas arit it 
peculiarly difficult for the schizophrenic, SO 


/ 
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may later be possible to study the same content 
using a more oblique technique. Also, although 
these questions are rather *mad', they are very 
direct and simple and in this respect they may be 
slightly less confusing for schizophrenics than 
those In some other tests which deliberately dis- 
guise what they are getting at. Before I admini- 
Stered this test the subjects were told that the test 
Was for research purposes only and that participa- 
tion was voluntary. Four, in fact, declined to take 
part. 
Sample 

The sample consisted of 30 non-paranoid 
chronic Schizophrenic women, who were in- 
Patents at Claybury Hospital at the time of 
testing. All had been in hospital at least 3 yr. or 
more and all had been consistently diagnosed as 
Schizophrenic. The age range of the sample was 
from 26 to 61, with an average age of 48 and 
Standard deviation of 11-2. As far as could be 
determined, none of the sample had any known 
brain damage. Those who had had leucotomies 
Were excluded. To control for order effects, the 
questionnaire was administered in the reverse 
Order with the second half of the sample. In addi- 
tion to the questionnaire, the subjects were given 
the Mill Hill Vocabulary Scale to assess their level 
Of verbal attainment. This was in order to gain 
Some idea of theirlevel of verbal understandingand 
also to exclude from the sample any people in the 
Subnormal range. Woodward (1962) has shown 
that in at least some of Piaget's tests, people of 
Subnormal intelligence often function at a level 
Similar to that found in children. I thus wanted to 
exclude people of low intelligence to find out 
Whether the style of thinking is due to the schizo- 
phrenic process rather than to low intelligence. 
The average VQ of the sample was grade III 
Q9th percentile) with a standard deviation of 15:6. 
The VQs ranged from the llth to the 93rd 
Percentile, 

Hypotheses 
.l If schizophrenics have difficulty in dis- 
tinguishing between animate and inanimate, И 15 
Predicted that a large proportion of th 
Will consider at least some inanimate obje 
alive. 

2. If the difficulty in differentiating 
human and non-human is a function 
Schizophrenic process rather than of intelligence, 
the level of response on the Piaget test should not 
be directly related to verbal intelligence as mea- 


e sample 
cts to be 


between 
of the 
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sured by the Mill Hill Vocabulary Scale. It is 
postulated that it is more likely to be correlated 
with the degree of severity of the illness. 

3. If there is any system in schizophrenics' think- 
ing and they are not merely answering randomly, 
one would expect over-all an increasing number of 
subjects to endow objects with life as one goes 
from stage | to stage 4 on the Piaget scheme. Thus 
one would expect the largest number of subjects 
to say the moon is alive (stage 3) and the smallest 
number to say the stone is alive (stage 1). 

4. Again, if there is any system and not mere 
random answering, one would expect each subject 
to be internally consistent. Thus if a person says 
thestoneis alive, one would expect her to say every 
object in the Piagetian hierarchy above stone is 
alive. Conversely, if someone says the moon is not 
alive, one would expect her to say also that the 
stone and the bicycle are not alive. 


in chronic schizophrenia 


RESULTS and DISCUSSION 


Taking an over-all look at the responses, out of 
30 schizophrenics tested, only three restricted life 
to the animate world. This would tend to confirm 
the view that schizophrenics do have difficulty of 
some kind in differentiating between animate and 


Table 1. Relation between Piaget 
level and VQ 


Average 
No.in Average VQ (per- 
Stage stage age centiles) 
1 7 43 23 
2 7 49 24 
3 6 52 44 
4 3 38 29 
7 52 29 


Inconsistent 


inanimate. How far this is because the method em- 
ployed begs the question will only be clarified x: 
other clinical groups are tested. Again, over-all, 
it appears that schizophrenics have less у 
in perceiving animate as animate than in viewing 
inanimate as inanimate. The confusion in dif- 
ferentiating does not occur 1n both directions. In 
all, in 128 responses out ofa total of 240 (55 per 
cent), inanimate objects were considered to be ani- 
mate and 15 (6 per cent) were ‘don t know Я Ви 
when considering animate objects, only in eight 
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responses out of a possible 180 (4 per cent) were 
animate objects considered to be inanimate. 

On the basis of her test results, each subject was 
assigned to one of the Piaget stages. Thus all in 
stage 1 are those who said the stone and everything 
upwards in the hierarchy was alive, those in stage 2 
said everything from a bicycle upwards was alive 
and so on. The average VQ for each group was 
then calculated. The relation between the Piaget 
level and the VQ is given in Table 1. There does not 
appear to be any direct correspondence between 
VQ level and Piaget stage. Although the lowest 
average VQs are in stages 1 and 2, the highest is 
not in stage 4 but in stage 3. I infer from this that, 
whatever be the reason the schizophrenics are 


Table 2. Number of patients from the re- 
habilitation ward in each Piaget stage 


Total no. No. R.W. 


Stage ^ instage patients 96 

1 7 3 42 

2 7 4 57 

3 6 $ 83 

4 3 3 100 
Inconsistent 7 4 57 


falling into early Piaget levels of thinking, it is not 
in any direct degree the result of low verbal ability. 
Piaget wondered whether his results were due in 
Part to the lack of verbal ability and understandin 

in his young subjects. However, the level of verbal 
attainment in this schizophrenic sample does not 
imply that lack of understanding of words in itself 
explains the result. It was postulated that those 
subjects who were most ill and most severely re- 
gressed clinically might be those who would fall 
into the lowest Piaget categories. I have no very 
sophisticated way of measuring the severity of the 
illness, at least until I compare acute and chronic 
schizophrenics. At the moment it is Only the type of 
ward each patient is living in which gives me any 
criteria for assessing the degree of severity of the 
illness. I tested patients in a chronic long-stay ward 
(12 out of the sample of 30) as well as patients ina 
rehabilitation ward (18). Those in the rehabilita- 
tion ward were able to look after themselves and 
work in the hospital during the day as well as 
participate in community therapy meetings. On the 
whole they can be considered much less regressed 
than patients in the chronic ward, who were not 
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able to look after themselves or do any sort of work S% 
during the day. Table 2 shows the number from i 
the rehabilitation ward in each stage of the hier- 
archy. Thus the rehabilitation patients form is: 
largest proportion in the later stages. This suggest 
that the test may be tapping the degree of regression 
in these patients. 


Table 3. Number of subjects considering 
inanimate objects alive 
(Total no. of subjects for each object = 30.) 


No. giving response 


= ea 
‘Not Don't 
Object ‘Alive’ alive’ know 
Stone 7 22 1 
Desk 6 19 5 
Water 13 14 3 
Bicycle 14 13 А 
Wind 19 9 2 | 
Fire 22 8 0 | 
Clouds 22 8 0 
Moon 22 $ 3 
X: Significant at 0-1 per cent level. j| 
р [e] \ 
Is there any hierarchical structure over-all? р » 
ме ane џ у 


fewest subjects say stage 1 objects are ali аЛ 

most say stage 4 objects аге alive? Table 3 Eque 

the number of subjects who say each of the sore 

mate objects is alive. There is quite a clear hi 

archical order and it is a hierarchy very simil i 

that found by Piaget. Fewest people say the 7, 

and the desk are alive (stage 1); most pant » 

the moon, fire and wind are alive (stage 3). ^, 
L 


ar to 


à A . $ А Е 
only item not strictly consistent with ww 


schema would seem to be clouds. Piaget WO" о 
say these fell into stage 2—objects which e 
moved by something external. Here numerical 
fits in with stage 3—objects which move ke 
own accord. It may be that because the instiga о 
of movement for clouds is the wind, which pe 
visible, it appears that the clouds move of sd 
own accord. However, this interpretation 13 3 
highly speculative. u 

Table 4 shows the responses to question do 
whether animate objects were alive. nies по! 
not consider that а tree is alive, one pma 
know, and two consider that a flower is jn ders 
Perhaps this is not so surprising if one jet 
that in many instances life seems to be €d 


! 
A 


„те ^ i 
sponses listed are those given when the exp 
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2- movement: trees and flowers do not move 
папи qi a they are not seen as alive. All 
sion. eu cats, dogs and the experimenter are 
е = en it comes to themselves two do not 
ee mselves to be alive and two do not 
d Whether they are alive or not. 
P. гы й From consistency of each subject 
ae e . Of the30 subjects, 23 could be con- 
S nm ^ eni i That is, if they said one object 
r dann um hy was alive, they said every object 
н iei the hierarchy was alive. The seven 
E nn gt were not grossly inconsis- 
гар — some said one of the objects 
vows d сеју ive and one in stage 3 was not, 
ions ma id objects in stage 1 were alive and 
age 3 were not. 


Table 4. Number of subjects considering 


animate objects to be alive 
(Total no. of subjects for each object = 30.) 
No. giving response 
. *Not *Don't 
Object ‘Alive’ alive’ know’ 
Tree 26 3 1 
Flower 28 2 0 
= 30 0 0 
og 30 0 0 
Experimenter 30 0 0 
Self 26 2 2 
Qualitative responses 
оа next analysis the reasons given as to why 
nimate objects are alive or not were analysed. 
d 6. The 


Th 
e results are summarized in Tables 5 an 
eri- 


t? after the 


me à 
nter asked *why?' or “why no 
*no*. 


^i e gave an initial response of yes or 
Pia; B Rios fall into categories fairly easily. As 
di suggested, the idea of movement seems to be 
Tabl much linked with the idea of aliveness. AS 
aue 5 shows, movement is the most commonly 
On reason, apart from the ‘don’t know’ group- 
€ of the most striking cases here was that ofa 
woman who said the reason why the clouds were 
alive was because "they say they get there by our 
bodies and my cloud used to move along wit! 
те”. This was given quite spontaneously and is 
almost identical with some of the response Piaget 
obtained from very young children still at the ево“ 
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centric level of reasoning. Movement was also 
implied in several responses which are not cate- 
gorized in the movement group, e.g. а stone is 
alive ‘when you kick it’. The idea of influence also 


Table 5. Reasons given why inanimate 
objects are alive 


(All objects combined. Percentages 
in parentheses.) 


No. of times 

Reason for initial response response given 
Don’t know 41 (32-5) 
Because it moves 36 (28:6) 
It’s burning, flickering or 18 (14-3) 

bright 
It’s natural phenomenon 9 (7:2) 
It's human ог has human 6 (4:8) 

features 
Alive when you do something 4 (3-2) 

to it 
It’s a useful thing 4 (3:2) 
It's a god 2 (1:6) 
A spirit there 2 (1-6) 
Won't harm anybody 1 (0:75) 
Tt knows 1 (0:75) 
Have to have it under control 1 (0-75) 
They evaporate, that’s how 1 (0:75) 

they die 

Total 126 (100) 


Table 6. Reasons given why inanimate 


objects are not alive 
heses.) 

No. of times 
response given 
55 (48:3) 

25 (219) 

10 (89) 

14 (122) 


(Percentages in parent 


Reason for initial response 


Тпапітаќе, по feelings 

Don't know why 

It is what it is 

Don't know whether it is 
alive or not 

No, but something else 
inanimate is alive* 


Total 


3 (2:6) 


114 (100) 


* Given spontaneously. 

e ‘when somebody 
the type of thinking 
as Evans-Pritchard 
in the reasons 


appears, e.g, а bicycle is aliv 
ison it". This is Very similar to 
found in primitive peoples, 

(1937) has clearly illustrated. Also, 
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given why something is лог alive one gets the con- 
Verse of the movement Tesponse; for instance, a 
desk is not alive “because it is too still’, 

Next, the reasons given why animate objects 
are alive or not were analysed qualitatively. The 
Tesults are summarized in Table 7. Although a 
large number of subjects have difficulty in ela- 
borating why Something is alive or not, of those 
who can express themselves, again the idea of 
movement is one of the most commonly given as a 
reason for aliveness, 


Table 7. Reasons given why animate objects 
are alive or not 

No. giving 

response 
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Reason given 


Alive but don’t know why 
Alive because 
it moves 21 
it’s a living thing 18 
it’s human 15 
it was born 8 
it grows 7 
it dies 4 
it blooms 3 
it feels 3 
it eats 3 
it just is 2 
full of health 2 
it breathes 2 
it’s got stamens 1 
it’s got water 1 
it’s got roots 1 
it likes being alive 1 
it knows 1 
it's got ten lives 1 
it’s got legs 1 
it barks 1 
young 1 
talks 1 
writes 1 
gay 1 
don’t want to be dead 1 
have a soul 1 
Don't know whether alive or not 3 
Not alive 8 
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mate and inanimate. Their answers to these 
questions show that, at least in this area of human 
experience, schizophrenic thinking is not in line 
with modern logical thought. However, the 
qualitative responses given by the Schizophrenics 
do not imply that they are answering randomly, 
but rather that there is a System and some reason- 
ing behind their responses. Furthermore, it is 
reasoning common to a large proportion of the 
Subjects tested. A hierarchy emerges similar to 
that found in children by Piaget, and there does 
seem to be some relation between the Piaget level 
and the severity of the illness. Not only the quan- 
titative results but also the qualitative ones 
suggest patterns of thinking similar to those found 
in children. | 

While these results are consistent with the view 
of schizophrenic thinking as regressive to an 
earlier level of functioning, this descriptive corres- 
pondence still leaves open à number of possible 
explanations. Firstly, the Schizophrenic may never 
have evolved to higher levels of reasoning, so that 
his level of thinking on the Piaget questions could 
be a sign of arrested development. However, this 
assumption would not seem to be consistent with 
the levels of reasoning often reached by schizo- 
phrenics on clinical and intelligence tests involving 
high levels of conceptualization. 

Secondly, it might be that, because of the onset 
of the Schizophrenic ‹ 
reversion to earlier levels of reasoning; that is, a 
deterioration in higher reasoning processes., This 
again would not seem а convincing explanation, as 
even very regressed schizophrenics are at times 
capable of high levels of reasoning on cognitive 
tests. It may be that the reversion is not so much 
wholesale but varies according to time and the 
Content of the questions, being altered by such 
factors as emotional loading and personal 
relevance. | 

A third explanation of the results found in this 
work is suggested. It may be that the test itself is 
inducing childlike modes of response. That is, be- 
cause the questions have been derived from work 
with children, they may induce a set to answer in à 
childlike way. It is the experimenter who introduces 
the questions of aliveness and So by suggestion the 
subjects may look for ‘aliveness’ where none 
exists in order to please the experimenter. This 
may be especially true of chronic schizophrenic 
subjects, who are noted for their passivity and 
suggestibility. Work with adults using tests de- 


process, there is a gradual . 


| 


| 


_ Although Russell 
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rived from Piaget's work on animistic thinking 
has shown that animistic thinking does not dis- 
appear at the age of 12, as Piaget suggested. 
(1942) showed that by the age 
of 18-20, 90 per cent of the young adults of average 
intelligence he tested had reached stage 4 in the 
Piaget schema, Dennis (1953), in a pilot study, 
showed that as many as 30 per cent of the univer- 
sity students he tested showed traces of animistic 


+ thinking. However, in neither of these two groups 


| 
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did any of the thinking come under stages 1 and 2 
in the hierarchy, but were confined to stage 3, 50 in 
this respect the subjects differed considerably from 
the schizophrenic sample tested in the present re- 
search. However, Brown & Thouless (1965) 
showed that when a more open-ended approach 
was used with students, all were able to distinguish 
between animate and inanimate. This does sug- 
gest that it might be the form of the questions 
Which are inducing more primitive levels of 
thought. On the Piaget test the schizophrenics 
regress more than a normal adult population, so it 
may be that they are less able to defend themselves 
against ' regression-inducing stimuli" than normal 
people. 
As the question of method is crucial in this type 
of work, further research is being carried out to 
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whether the objects are “not alive’ or ‘dead’ rather 
than asking whether they are ‘alive’. 


SUMMARY 


Thirty chronic schizophrenics were asked 
whether or not certain objects were alive and were 
invited to give reasons for their answers. On the 
basis of these questions schizophrenics were 
found to have difficulty in distinguishing between 
animateand inanimate. The confusion, however, is 


not arbitrary and random. A hierarchy of ге- 


sponses emerged similar to that found by Piaget 
ought inanimate 


with children: fewest subjects th 
immobile objects were alive and most thought 
objects which move of their own accord were 
alive. The reasons given by these schizophrenics 
asto why inanimate objects were alive also showed 


a parallel with the reasoning of children. 
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Cultural differences in the 


i Hostility has been defined as 'an attitudinal 
. response that endures: an implicit verbal 
response involving negative feelings (ill will) 
and negative evaluations of people and events’ 
(Buss, 1961). It should be distinguished from 
aggression (an instrumental response) and 
anger (an emotional reaction). The impor- 
tance of hostility and aggression in personality 
development was recognized by Freud (1933). 
Recent investigators have sought to examine 
the relationship of hostility to psychiatric ill- 
ness (Foulds, 1965a, b, 1966; Buss et al., 
1962), personality factors (Rosenbaum & 
Stanners, 1961; Siegel, 1956) and socio- 
cultural variables (Brown, 1965; Haas, 1966; 
Fernando, 1966). Anthropologists (Mead, 
1950; Benedict, 1947) have noted inter- 
cultural differences in the importance of 
hostility in social structure. The direction of 
«hostility has а theoretical importance in 
psychological maturation because of its pos- 
sible role in the development of a conscience 
(Buss, 1961). The terms *intropunitive" and 
*extrapunitive" were originally used by 
Rosenzweig (1935, 1938) to denote the reac- 


tion of an individual in frustrating situations. 
Foulds et al. 


(1960) gave the terms а wider 
meaning to indicate outward and inward 
direction of hostility and devised a question 
naire to measure these contrasting attitudes. 
is of depressive illness is gener- 


d signs. Feelings of gui 
blame which are important clinical features of 
the illness (Mayer-Gross et al., 1960) are an 


expression о 
an 
tment and a 
could occur in 
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hostility of depressed patients 


By S. J. M. FERNANDO* 


(Ewalt, 1960; Pollitt, 1965) and may even 
dominate the clinical picture (Lewis, 1934). 
The importance of extrapunitive hostility in 
the psychopathology of depression has been 
summarized by Mendelson (1960). Thus 
depressive illness forms a useful background 
for the investigation of hostility. Assessment 
of clinical impressions. among psychiatrists 
(Murphy ef al., 1964) and the well-known 
study of Hutterites (Eaton & Weil, 1955) have 
indicated that guilt-ridden depression may be 
commoner in some cultural groups than in 
others. A preliminary study in East London 
found differences between Jews and non-Jews 
suffering from depressive illness (Fernando, 
1966) and this paper presents some findings of 
an extended version of that study. Jewish, 
Protestant and Roman Catholic groups are 
compared to each other, being referred to as 
cultural groups because the religious factor 
er se is not necessarily the most important 
difference between them. The term ‘culture’ is 
described by Linton (1956) 


used in the sense 
as an organized group of ideas, habits and 


conditioned responses shared by members ofa 
society. 

SUBJECTS STUDIED 
random sample of patients, 
Jusive, attending psychiatric 
t London, 1n most 


Jewish Hospital, 
ited to those 


fering from 


anxiety state 
diagnosis of each case was agreed upon by 


two psychiatrists, one of whom was the 
author. The close links between anxiety 
neurosis, endogenous depression and reactive 
depression being well established (Lewis, 


1964), no attempt was made to separate these 
5-2 
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three diagnostic groups when selecting patients 
for the study. The following groups were 
excluded: patients scoring below a minimum 
value on a rating scale for depression, epi- 
leptics, schizophrenics, leucotomized and 
brain-damaged patients and those of sub- 
normal intelligence. A few subjects were ex- 
cluded on the basis of their parents’ religion 
(see below). 


METHOD 

The measures considered here fall under the 
following headings: 

(a) The degree of depression. This was 
measured by a rating scale (Hamilton, 1960). 

(b) Hostility. Intropunitiveness and extra- 
Punitiveness were measured by a question- 
naire devised by Foulds er al. (1960) with a few 
modifications (Fernando, 1966). From these 
measures, scores of general hostility (extra- 
punitive score plus intropunitive score) and 
direction of hostility (2 x intropunitive score 
minus extrapunitive Score) were derived 


to that same religion. Subjects who could 
not be placed in a Broup on these criteria were 
excluded from the study; for example, those 
with religiously ‘mixed’ parentage. Christians 


grades denote less 
activity than the higher ones; on cases of doubt 
between two grades the lower one was used. It 
must be noted that these measures were of 
behaviour and not belief or attitude; also that 
Christians were assessed on an associational 
activity and Jews on items of personal be- 
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haviour. The grading is not considered to be 
equivalent across the religious groups. 


RESULTS 


The sample was composed of 100 patients. 
One patient was excluded because she failed 
to answer most of the questionnaire. The rest 
were composed of 49 Jewish and 50 Christian 
subjects, 12 in each group being men. Chris- 
tians were considered as a single group and 
also as Roman Catholics (three men, eight 
women) and Protestants (nine men, 30 
women). Men and women were considered 
separately. 

General facts 


There was a slightly greater number of 
Jews than non-Jews in the upper two social 
classes (Classification of Occupations, 1966) 
and fewer in the lower two. Over 50 per cent 
of each group were in social class III. Six Jews 
and three Christians were divorced or separ- 
ated and three patients (all Jewish) had been 
widowed. A similar proportion of Jews and 
Christians were single. Differences in social 
class and marital-status characteristics be- 
tween the two groups were not significant. 
Jewish men were significantly older than the 
Christian men (50-0 + 10-17 and 35-33 + 10:83; 
t = 3-63; P < 0:01) but the difference in 
mean age between the women in the two 
groups was not significant (43-65 + 12-08 and 
38-87 + 10-44). The parents of all the Chris- 
tians had been born in the British Isles but 
two-thirds of the Jews had foreign-born 
parents. A larger proportion of Jewish women 
(40 per cent) compared to Christian women 
(23 per cent) came from smaller families (i.e. 
had less than three siblings) but the difference 
was below the level of statistical significance 
(X? = 1:74). The ordinal positions of patients 
in their families of origin were similar in the 
two groups. 


Degree of depression 
The mean scores on the rating scales Were 
similar among Jews (women: 18-51 + 5:24; 
men: 20:0 + 6:40) and Christians (women: 
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Hostility in depressed patients 


19:21 + 5:45; теп: 18-17 + 4:55). The mean 
scores among Protestants and Roman Catho- 
lics were similar also. 


General hostility 
Roman Catholic women were more hostile 
than either the Protestant or Jewish women 
(Table 1). Christians as a whole were not 
significantly different from Jews. The male 
Subjects showed no significant inter-group 
differences. 


Table 1. General hostility according to 
religious group 


1 Mean S.D. 
Women* | 
Jews 37 18-14 6:64 
Protestants 30 19:33 7:06 
Catholics 8 25-62 8-06 
Men} 
Jews 12 20:00 6:40 
Protestants 9 20-89 871 
Catholics 3 25:33 6:52 


Р t For difference between Jews and Catholics, 
a P < 0:01. For difference between 
estants and Catholics, t = 3:19, Р < 0:01. 
t Inter-group differences not significant. 


T: , ; 
able 2. Direction of hostility according to 
religious group 


S.D. 
Woiten® n Mean 
ra 37 6-19 772 
Totestants 30 10:67 6:58 
Catholics 8 6:87 710 
Ment 
тэн 12 9-17 7-41 
Totestants 9 8-78 4:48 
Catholics 3 12:67 2:91 


s 
t= 3 se difference between Jews and Protestants, 
testants a P < 0-05. Difference between Pro- 
+ nts and Catholics not significant. 
Inter-group differences not significant. 


Direction of hostility 
tie women were significantly mor? 
ropunitive when compared 10 Jewish 
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women, but the difference between the former 
and Roman Catholic women was not signifi- 
cant (Table 2). Jewish women were extra- 

unitive when compared to Christian women 
as a whole (6-19 + 7-72 and 9-78 + 6-77; 
t = 2:08; Р < 0:05). These differences apply 
in all social classes and persist when age is 
controlled. Male patients showed no signifi- 
cant inter-group differences. 


Religious behaviour 


The majority of Jews (16 women, three 
men) claimed a level of religious activity de- 
scribed as grade I (Appendix 2); most Chris- 
tians (31 women, 11 men) were not church 
attenders. On the basis of the grading, Jews 
were divided into groups with high, medium 
and low religious activity and Christians into 
those with high and low activity. Age, depres- 
sion and hostility scores of the women were 
analysed according to the levels of activity 
(Table 3). The numbers were too small for a 
similar analysis in the case of men. The dif- 
ferences among the women were not statisti- 
cally significant but indicate interesting ten- 
dencies that may achieve significance if larger 
numbers are studied. Women with a higher 
level of religious activity tended to be older, 
less depressed and less hostile than others of 
the same religious group. The more religiously 
active Jewish and Protestant women tended to 
be relatively extrapunitive when compared to 
the less active subjects claiming the same 
religious affiliation; but Catholic women 


showed the opposite tendency. 


DISCUSSION 


Cultural differences in symptom-reporting 
should be considered in evaluating the dif- 
ferences noted in our sample. Mechanic (1963) 
found a higher «illness behaviour’ among 
Jews when compared to Catholics and Protes- 
tants. However, the differences were signifi- 
cant in higher income groups only, while our 
patients were mainly from the lower social 
classes. Also, the cultural groups in our 
sample were similar on à clinical assessment 
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Table 3. 
Jews 
Religious с - 
activity ... Low Medium High 
Grades (0, I) (1I) (III, IV) 
П сы в 20 9 8 
Age 
Mean 40-70 43-89 46:12 
S.D. 11-43 14-51 11-32 
Depression rating 
Mean 19-30 17-89 17-25 
S.D. 5:28 451 6:23 
General hostility 
Mean 19-55 17-67 15:12 
S.D. 6:62 6:97 5:94 
Direction of hostility 
Mean 7-00 5-67 4-75 
S.D. 7-18 5-02 T3 


of depression, and, with the exception of 
Catholics, on general hostility scores which 
reflect the severity of depression (Foulds, 
19655; Мауо, 1967). Тће preponderance of 
older age-groups among Jewish men may 
result from a cultural difference in liability to 
Stress or a normal difference in the general 
population from which our sample was drawn. 

The differences in hostility are clearest 
When Protestant women are compared to 
Jewish women. The finding that while both 
these groups are equally depressed and hostile, 
Jews direct hostility outwards and Protes- 
tants do so inwards is similar to one ina non- 
clinical sample of women in eastern U.S.A. 
(Haas, 1966). The tendency for the religiously 
active Protestant and Jewish women to be 
relatively extrapunitive when compared to 
those less active in their own religious group is 
in keeping with observations among Austra- 
lian Christians that high believers were high in 
extrapunitiveness and low believers were low 
(Brown, 1965). The Roman Catholic women 
in our sample showed an opposite tendency 
and differed from the rest in being a relatively 
hostile group as a whole. Their direction of 
hostility was similar to that of Jewish women 
but the difference from that of Protestant 
Women was not significant. However, if items 
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Age, depression and hostility among women according to religious behaviour 


Protestants Catholics 

Low High Low High 
(0) (I, II) (0) (I, II) 
26 4 5 3 
38-50 45-25 31-60 46:00 
11:14 5:72 8:62 5:30 
19-50 15:75 23-00 15-00 
4-99 4:92 7:31 3:00 
19-81 16:25 25:20 19:67 
6:23 11-95 8-41 7:57 
11:23 7:00 4:80 10:33 
6-76 4:08 6:72 T37 


on the questionnaire relating to extrapunitive- 


ness are considered alone, the difference !5 
nearly at a level of statistical Wn 
(13122596 and 9331460; г= 19 i 
P = nearly 0:05), supporting the view e 
Argyle (1959) that Catholics are more extr? 
punitive than Protestants. ШР 
The Protestant-Jewish difference in en 
tion of hostility among women indicates ya 
ferences in personality structure eer 
19655; Mayo, 1967). Significant genetic =A 
ferences between Jewish and иначе“ 
people is unlikely (Shapiro, 1960), but he 
Anglo-Jews form a distinct sociocultyT 
group distinguishable from non-Jews ir 
1964, 1965; Brotz, 1955; Neustatter, | ien 
differences in family background and i и 
may be relevant. Krausz (1964) noted x p 
family life among Leeds Jewry is losing "i 
patriarchal control it possessed in the Lits 
but that the Jewish family remains ee 
unified than the non-Jewish one. A ware 3 
knit patriarchal family structure may "o 
bute to a high incidence of guilt e 
(Eaton & Weil, 1955) and a low-prestige en 
may be related to a lack of puilt ONE 
1959). It has been claimed (Whiting, ! es 
that guilt is less prominent in cultures а 
terized by extended families than in those 
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predominantly nuclear families. An analysis 
of opinions of psychiatrists (Chance, 1964) has 
indicated that self-reproachful depression may 
be commoner in socially cohesive groups than 
m others. Unfortunately, the criterion of guilt 
in Whiting's study and the reports on which 
Chance's analysis was based are of doubtful 
validity; their conclusions cannot be accepted 

without further investigation. 
Ма the patients in our study come 
ee cultures with basically nuclear families, 
idi ee ee with extended kin must be 
on ered in assessing family structure (Bell, 
ми = Involvement with relatives was found 
e stronger among Jews and Catholics 
Mins compared to that among Protestants in 
etroit (Lenski, 1963). Krausz (1964, 1965) 
m found that kinship ties among Jews in 
Bei and Edgware were strong but he made 
Comparison with non-Jewish groups. It is 
Probable that the Jewish or Catholic family is 
fon closely involved with its extended kin 
fani in the case of the English Protestant 
fer ily. It is suggested that the cultural dif- 
У ын between the women in our study on 
P ME hostility results from differences т 
s ми ви The hostility position of the men 
р discussed as the male Jewish and Chris- 
age Broups in this study, being different n 
othe cannot be compared satisfactorily on 

T measures. 

es ld (1958) has quoted evidence that a cul- 
than preference for symbolic sanctions rather 
child physical punishment for disciplining 
loa may be related to a tendency for 
enit ility to be directed inwards rather than 
inc in that culture. Information about 
lud any methods in Jewish families 5 
Dni but Lenski (1963) found that, In 
hh <= Protestants used symbolic sanctions 
E atholics preferred physical punishment. 
Mee independence training may lead to 2 
бен. tendency for the expression of guilt 
itum: gs (Whiting & Child, 1953). Such a dif- 
tec tee is unlikely to provide an explanation 
bath S differences within our sample, because 
din rotestant and Jewish children probably 
me responsibility earlier than do Catholic 


children (McClelland et al, 1955; Lenski, 
1963). 

Religious differences in mourning and 
methods of dealing with guilt may be related 
to differing patterns in the expression of 
hostility among depressed patients. Linde- 
mann (1944) noted that morbid guilt feelings 
after bereavement can be counteracted by reli- 
gious belief and Kidorf (1963, 1966) claimed 
that Jewish mourning rituals tend to allevi- 
ate such guilt. Jung (1958) felt that Christi- 
anity demands self-examination and hence 
heightens a sense of guilt, but it is evident that 
Christianity, especially Roman Catholicism, 
offers means of alleviating guilt (e.g. through 
confession). The religious principles of a 
culture, by determining parental values, could 
influence patterns of child-rearing and family 
organization. The elucidation of the links 
between these cultural variables requires com- 
parative sociological study of individual 
families. 

It may be argued that Jews and Catholics 
are more extrapunitive than Protestants as à 
result of their minority-group status in the 
community at large. Although the tendency 


for immigrants to develop paranoid ideas has 


been described (Kino, 1951), the author is not 
aware of any reports of an extrapunitive ten- 
dency among minority groups in general. The 
minority-group status of Jews and Catholics 
may apply in the context of Great Britain asa 
whole but may not be important if one con- 
siders the immediate residential environment 
of the patients in our study, namely East 
London. Moreover, the scores for direction of 
hostility were based on both extrapunitiveness 
and intropunitiveness, and thereis no apparent 
reason to expect the latter attitude to be 
affected by à person's minority-group status. 


SUMMARY 


Inter-cultural differences in the relative expres- 
sion of hostility were studied by examining 100 
patients suffering from depression. Groups of 49 
Jewish, 39 Protestant and 11 Roman Catholic 


patients were compared to each other on general 
factors, depression, general hostility and direction 
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of hostility. Each group was analysed according to 
religious behaviour. 

There were no significant inter-group dif- 
ferences among the men, except that Jews were 
considerably older than Christians. The number 
of men was too small for analysis after division 
according to the degree of religious behaviour. 
The women were similar in the three groups on 
marital status, socio-economic status and age 
distribution. The main findings among the women 
were as follows: (a) Catholics were more hostile 
than either Jews or Protestants (P < 0:01) on the 
measure of general hostility. (5) Protestants were 
more intropunitive than Jews (P « 0:05) on the 
measure of direction of hostility. (c) While Catho- 
lics and Jews had similar mean scores on direction 
of hostility, the Protestant-Catholic difference on 
this measure was not statistically significant. How- 
ever, the difference between the two Christian 
groups on items in the questionnaire relating to 
extrapunitiveness was very near the level of 
statistical significance. (d) Differences within each 
group when women patients were divided accord- 
ing to religious behaviour were not significant 
with the small numbers involved. There was a 


tendency for the religiously active to be relatively 
extrapunitive when compared to theless activesub- 
jects of thesame religious group, except in the case 
of Catholics who showed the opposite tendency. 
The possible reasons for the Jewish-Protestant 
differences on direction of hostility are discussed. 
It is postulated that close kinship ties with rela- 
tives in Jewish families may be important in this 
context. Cultural differences in childhood, dis- 
ciplinary methods and independence training are 
factors to be considered. Differences in basic 
religious belief may be of relevance and probably 
linked to other cultural variables. Minority-group 
status alone is unlikely to be of importance. 
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APPENDIX 1 


Assessment of Christian 
Church attendance 


religious behaviour 


Grade 
0 Never | 
1 Sometimes/Occasionally 
II Regularly 
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ш 
IV 


S. J. M. FERNANDO 


APPENDIX 2 


Assessment of Jewish religious behaviour 


Adherence to Kosher food 


Never 

Sometimes/occasionally 

Generally but with frequent lapses 
(usually outside home) 

Always/nearly always 

Always/nearly always 


Keeping of fasts 


Never 
Sometimes/occasionally 
Always/nearly always 


Always/nearly always 
Always/nearly always 


Travelling 
on 
Saturdays 


Yes 
Yes 


d 
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Sleep and wakefulness in 509 normal human adults 


By G. S. TUNE* 


The development of the human sleep- 
wakefulness pattern has been studied inten- 
sively by Gesell & Amatruda (1945). The adult 
pattern has been given rather less attention. 
Nevertheless, it is known that occupational 
class and status (Masterton, 1965a, b; 
McGhie & Russell, 1962) and unusual environ- 
ments (Lewis, 1961; Lewis & Masterton, 1957; 
Ross, 1962; Williams, 1959) can result in a 
lengthening or shortening of the average 
amount of sleep taken. Within each of these 
studies the variations in the amount of sleep 
taken differed considerably from subject to 


` Subject, even when the environment was rela- 


tively constant. Such findings have sometimes 
been attributed to individual differences such 
às sex and age. Webb (1965), for example, 
found that older people took more sleep than 
younger, and Clément & Bourliére (1961) 
showed that women claimed slightly more 
sleep than men: this was not corroborated, 
however, by either McGhie & Russell (1962) 
or Webb (1965). A further interesting venture 
into this field was by Costello & Smith (1963) 
who, working with in-patients, showed that, 
both with and without medication, extraverts 
Slept longer at night than introverts. — 

The present study was undertaken in order 
to extend these findings, using age, neuroticism 
and temperament as the independent vari- 
ables, in an attempt to see which personal 
Characteristics were associated with various 
measures of sleep behaviour. 


METHOD 
Over 600 members of the Medical Research 
Council, Unit for Research on Occupational As- 
Pects of Ageing panel of volunteer subjects were 


* Medical Research Council, Unit for Re- 
Search on Occupational Aspects of Ageing, 
University of Liverpool. 


sent sleep charts (Fig. 1). These consisted of 
10х 8 in. yellow cards on which the lines repre- 
sented days. The lines were divided into labelled 
half-hour periods, and written instructions asked 
the subjects to draw a line through each half hour 
in which they subsequently judged themselves to 
have been asleep. A letter gave further instructions, 
and since no check could be made on the accuracy 
ofthe subject's reports these asked for honesty and 
estimates of duration to the nearest half hour. Any 
difficulty in remembering times was, it was stated, 
to be dealt with by omitting the day in question 
rather than guessing. Each chart lasted for 14 days. 
Four charts were sent to subjects at two-week 
intervals in an attempt to get a 56-day sample from 
each person (Monday, 11 April 1966 to Sunday, 
5 June 1966). Shift workers were omitted from the 
analyses (Tune, 1967) and a careful check was 
kept of those volunteer subjects who did not 
respond to the study at all (Tune, 1968). 


RESULTS 


A total of 509 subjects co-operated in the 
study (responding for a mean of 51:8 days): а 
description of them in terms of age, sex, 
neuroticism and sociability (parts I and II of 
the Heron (1956) inventory) is given in Table 1. 
From each subjects records the following 
dependent measures were taken: (a) the mean 
duration of sleep per 24 hr., (5) the mean time 
of falling asleep, (c) the mean awakening time, 
(d) the number of mid-night awakenings, (e) 
the mean duration of these, (f) the number of 
mid-day naps, and (g) the mean duration of 
these. Product-moment correlations were cal- 
culated between the dependent and indepen- 
dent measures and these are reported under 
three headings. 


The relation of age with other variables 
With advancing age the mean duration of 
sleep per 24 hr. diminished (Fig. 2) until the 
60s when there was a sudden rise. It appeared 
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Table 1. Description of the subjects used in the study 


Heron part 1 Heron part II 


Age (neuroticism) (sociability) 

y (c ^ La 
Age Sex n Mean S.D. Mean S.D. Mean S.D. 
20-29 Male 25 2536 214 780 421 572 2:53 
Female 35 2429 2:99 8:89 324 491 250 
30-39 Male 36 35:33 318 725 309 583 263 
Female 27 3537 265 815 319 611 2:61 
40-49 Male 63 44-41 298 ТИ 373 611 2:69 
Female 39 45-67 316 833 3-61 695 2:39 
50-59 Male 77 5539 271 669 340 5:94 279 
Female 55 55-15 2:72 749 375 625 253 
60-69 Male 46 64:87 294 628 263 637 2:52 
Female 52 6500 275 7:50 3:37 612 249 
70-79 Мае 24 73-54 2:54 621 320 604 2-49 
Female 30 73:87 2:81 7-47 3:77 6-00 2:34 


Меапѕ 509 50:95 14:97 7-35 3:49 6:06 2:58 
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that the 40- and 50-year-old groups achieved 
less sleep per day than those older or younger. 
This complex relation probably accounts for 
the fact that the correlation between age and 
the mean duration of sleep was not significant 
(r= — 0:027). With increasing age, however, 
there were significant tendencies to fall asleep 
earlier (r = —0-196; P < 0-001) and awaken 


TT 


earlier (r = —0:155; Р < 0-001), indicating 
that older people chose different hours of the 
night in which to sleep from younger people 
(Figs. 3—4). Fig. 5 depicts the rapid increase in 
the number of mid-night awakenings with age 
and, not surprisingly, the two were significantly 
associated (r = 0:313; P < 0-001). The mean 
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duration of these disturbances was also sig- 
nificantly associated with age (Fig. 6: 
r = 0:135; Р < 0:001). The shortening of 
nocturnal sleep by awakening was apparently 
compensated for in some measure by an in- 
crease in the frequency with which mid-day 
naps were taken with advancing age (Fig. 7: 
r = 0:299; P < 0:001). These naps were also 
of increasing duration (Fig. 8: r — 0:188; 
Р < 0:001). 
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The effects of neuroticism and temperament 
on the dependent variables 


Neuroticism, as scored on part I of the 
Heron (1956) inventory, was not significantly 
associated with any dependent measure. 
Temperament, however, as measured on part 
II of the Heron (1956) inventory, was. High 
Scores (introversion or unsociability) were 
associated with a smaller mean duration of 
sleep (r = —0-181; Р < 0-001) and an earlier 
awakening time (r = —0-165; P < 0-001). 
No other effects were apparent. 


The interrelations between the 
dependent variables 
: The mean duration of sleep per 24 hr. was 
significantly associated with an earlier time of 
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falling asleep (r = —0:414; P < 0-001) and a 
later time of awakening (r = 0:530; P « 0-001). 
Those subjects who slept longest apparently 
experienced fewer nocturnal disturbances of 
sleep (r = —0-279; P « 0:001) and took 
more frequent (r = 0-193; P < 0-001) and 
longer (r = 0-182; P < 0-001) mid-day naps. 
A late time of falling asleep was associated 
with a later awakening time (r = 0-419; 
P < 0:001). The frequency and duration of 
mid-night awakenings were significantly re- 
lated (r = 0-205; P < 0:001), indicating that 
those who awoke frequently claimed to stay 
awake for a long time, relatively. It is not un- 
expected, therefore, that the frequency of mid- 
night awakenings is positively correlated with 
the number of mid-day naps taken (r = 0:186; 
Р < 0-001), and that the number and duration 
of these naps are positively related (r — 0:304; 
P « 0:001). There seems to bea compensatory 
device at work here, allowing those who € 
perienced disturbed nocturnal sleep to achieve 
a minimum level of rest necessary by eri 
naps during the day. There was no associatio! 
between the number of days recorded and any 
dependent or independent variable. 


DISCUSSION f 
a method ° 


The use of sleep charts as 
L to the same 


collecting data about sleep is open nods: 
objections as most other subjective meth we 
There are difficulties in estimating "n 
time, reliability is unknown, and the tru wind 
ness of the subjects remains an open que Sen 
Its chief advantage over other methods, Л ie 
ever, is that it gives the experimenter the ме A 
ledge of the period of time over which the са ч 
were collected and he, rather than the subjec 4 
computes the average values of the duration = 
sleep, etc. Questionnaires and interview 

usually leave this to the respondent. A secon 

objection is that volunteer subjects were ам 
and these тау be atypical (Bell, 1962), th" 

bringing bias into the recorded data. A thir 

point is that the data were recorded in the late 
spring, when the amount of daylight per day 
was lengthening. What effect seasonal varta- 
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tions have on performance in general and 
sleep-wakefulness habits in particular is not 
known. It is conceivable, however, that a 
similar study at a different time of year might 
show different results. The times of falling 
asleep and awakening, for example, may be 
changed, even if the mean duration of sleep 
per day is not. 

Within these methodological limitations, 
the present data extend and give support to 
previous findings (Kleitman, 1963). It is clear 
that age and temperament are major deter- 
minants of the duration of sleep and the time of 
awakening, while age alone had any effect on 
the other measures of sleep behaviour con- 
Sidered. Surprisingly, neuroticism, as mea- 
Sured by a standard questionnaire, was not a 
determinant of any aspect of sleep studied. It 
is possible, however, that the experience 
Of neurotics is qualitatively the same as 
non-neurotics, but the neurotic tends to over- 
estimate the significance of nocturnal distur- 
bances of sleep and a shortened duration of 
Sleep which may be typical of his age or sex. 

It is clear that with advancing age the *con- 
Solidated* sleep-wakefulness pattern exhibited 
by young adults is gradually changed. The 
times of falling asleep and awakening are 
brought forward and nocturnal sleep becomes 
increasingly episodic because of interruptions 
of lengthening duration. Daytime sleep be- 
Comes more common and naps of lengthening 
duration and frequency are typical ofthe older 
Person. Although these findings are qualified 


to some extent by the effect of temperament, 
the impression they give is that with agea more 
adaptable or polycyclic sleep-wakefulness 
pattern emerges. Obviously a lessening of 
occupational responsibilities, family ties and 
the diminishing participation in social life all 
help to make this kind of pattern possible. On 
the other hand, the incidence of illness which 
disturbs sleep increases with age and may 
impose an episodic sleep-wakefulness pattern 
on older people. The relative importance of 
each kind of influence will determine how 
episodic sleep becomes for any individual. 
Whether or not a polycyclic sleep pattern is 
preferable is a question which cannot be 
answered from studies yet completed. 


SUMMARY 


Sleep charts were kept by 509 subjects for an 
average of 51-8 days. From the data provided by 
this means it was found that increasing age was 
associated with earlier times of falling asleep and 
awakening, an increased incidence and duration of 
nocturnal disturbances of sleep and an increased 
incidence and duration of daytime sleep. Both 
older and younger subjects slept more than those 
subjects in their 40s and 50s. Neuroticism was not 
associated with any measure taken of sleep be- 
haviour but introversion (or unsociability) was 
related significantly to the mean duration of sleep 
andan earlier time of awakening. The data suggest 
that with advancing age a more polycyclic sleep- 
wakefulness pattern is evident, either through 
choice or necessity. 


REFERENCES 


BELL, C. R. (1962). Personality characteristics of 
Volunteer subjects for psychological experi- 
ments. Br. J. soc. clin. Psychol. 1, 81-95. А 

CLEMENT, Е. & Bounuins, Е. (1961). Le sommeil 
Chez l'adulte et les personnes ágées: facteurs qui 
Peuvent influer sur cet état. Coll. Int. C.N.R.S. 
96, 155-173. 

Cosrü.Lo, C. б. & 5мпн, C. M. (1963). The 
relationships between personality, sleep and the 
effects of sedatives. Br. J. Psychiat. 109, 568- 
S71; 

GisrLL, A. L. & Amatrupa, C. S. (1945). The 
Embryology of Behavior. New York: Harper. 


= 

КіғітмАм, М. (1963). Sleep and Wakefulness. 
Chicago: University of Chicago Press. 

Lewis, H.E. (1961). Sleep patterns on polar 
expeditions. In G. E. W. Wolstenholme & M. 
O'Connor (eds.), The Nature of Sleep, pp. 322- 
328. London: Churchill. 

Lewis, Н. E. & MASTERTON, J. P. (1957). Sleep and 
wakefulness in the Arctic. Lancet i, 1262-1266. 

МССВНЕ, A. & RUssELL, S. M. (1962). The sub- 
jective assessment of normal sleep patterns. 
J. ment. Sci. 108, 642—654. 

MASTERTON, J.P. (1965a). Sleep of hospital 
staff. Lancet i, 41-42. 


80 G. S. TUNE 


MASTERTON, J. P. (1965 Б). Patterns of sleep. In 
O. G. Edholm & A. L. Bacharach (eds.), The 
Physiology of Human Survival, pp- 387-397. 

Ross, H. E. (1962). Sleep and wakefulness in the 
Arctic underan irregular regime. In J. W. Tromp 
(ed.), Biometeorology, pp. 389-394. Oxford: 
Pergamon Press. 

Tune, G. S. (1967). A note on the sleep of shift 
workers. Ergonomics 11, 183-184. 


Tune, С. S. (1968). A note on the differences be- 
tween cooperative and uncooperative volunteer 
subjects. Br. J. soc. clin. Psychol. 7, 229-230. 

Wess, W. B. (1965). Sleep characteristics of human 
subjects. Bull. Br. psychol. Soc. 18, no. 61, 
1-10. 

WILLIAMS, E. S. (1959). Sleep and wakefulness at 
high altitudes. Lancet i, 197-198. 


Br. J. med. Psychol. (1969), 42, 81 
Printed in Great Britain 


81 


Book Reviews 


Sensorineural Hearin g Processes and Disorders. 
Edited by A. B. GRAHAM. (Pp. 643. $19.00.) 
London: Churchill. 1967. 


In 1965 the Henry Ford Hospital in Detroit, 
U.S.A., sponsored a symposium at which 61 
participants heard and discussed more than 30 
papers on hearing and hearing disorders. This 
book is a collection of these papers, together with 
brief extracts from the discussions, and sum- 
maries by the chairmen of various sessions. 

The organization of papers is excellent. Groups 
Of six or seven papers are arranged into topics 
Which in turn lead from accounts of research into 
the normal ear to clinical studies of nerve deaf- 
ness. The symposium attracted a large number of 
distinguished workers, and the list of participants 
bristles with names which will be highly familiar 
to the student of hearing. Most of the contribu- 
tors are from America: a fair reflexion, perhaps, 
of the relative size of the research programme into 
hearing and deafness currently under way there. 

The number of readers who will be able, with- 
out effort, to read and understand all papers 1n 
this book will be small. To illustrate: the first 
paper, by Wersäll and Flock, is entitled *Morph- 
ological Aspects of Cochlear Hair Cell Physi- 
ology’ and describes in detail the structure of 
Sensory cells, particularly those in the organ of 
Corti. The paper presents evidence from electron- 
Microscopy and discusses the possible significance 
of the centriole in determining the hair cells 
directional sensitivity. Much later in the book 
Saunders discusses the phenomenon of sudden 
idiopathic deafness in which a person may, in а 
Moment, become deaf in one ear; while Hawkins 
et al. describe the evidence relating hearing loss 
and treatment by streptomycin and other апи- 
biotics, 

Thus the range of topics is formidable and 
although the early papers are more didactic in 
tone, few make many concessions to the non- 
Specialist, Among topics covered are the neuro- 
anatomy of the auditory pathways, analysis and 
energy conversion in the ear, the effects of fatigue 
and masking, experimentally and surgically 
Induced deafness, the measurement of auditory 
acuity, the perception of speech, clinical diagnos- 
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tic procedures, ageing and the cochlear, recruit- 
ment, labyrinth disease, EEG studies and 
congenital deafness. 

The discussion sections are disappointing, 
mainly because they are so short: but this is a 
familiar problem and to include all or most of 
the discussions would probably lead to an 
unacceptable increase in length. One could have 
hoped for the inclusion of contributors’ replies to 
specific criticisms or comments on their papers: 
perhaps the occasional generalities from chair- 
men might have been excised to make room for 


them. 
A significant number of discoveries in the field 


of hearing have been made by participants in this 
symposium. This collection of their latest papers 
constitutes an important book and one which 
should be a valuable reference text for some years 


to come. I. E. GORDON 


Textbook of Clinical Psychiatry. By A. H. 
CHAPMAN. (Pp. xiii-- 480. 100s.) London: 
Pitman. 1968. 

Dr Chapman's book is aimed primarily at an 
audience of medical students and physicians, and 
his stated approach to psychiatry is an inter- 
personal one. 

It is certainly very comprehensive in the topics 
covered and at the same time relatively brief. The 
author writes in a style which reads more easily 
to the British reader than many U.S. textbooks. 
However, it is perhaps too over-biased to the 
dynamic approach for many, and also expensive. 
The approach seems well suited to the needs of 
the North American doctor, who will practise 


in a private office setting. 
H. B. MCNAMEE 


Beitrüge zur Ekstase. Edited by T. SPOERRI. 
(Pp. 207. Sw.fr. 39.) Basel and New York: 
Karger. 1968. 

This is a collection of interesting articles on 
various aspects of ecstasy. In the tradition of 
German-speaking countries the first contribution 
is ‘On the Concept of Ecstasy". This is followed 
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by articles on ecstasy among Catholics and 
Protestants and on the functions of ecstasy in the 
pentecostal movement. There is a masterly review 
of ‘toxic ecstasy’ by Professor Leuner and an 
interesting article by Professor Weitbrecht on 
ecstasy states in schizophrenia, in which the 
author attempts to analyse the difference between 
schizophrenic and religious ecstasy. After this 
there is a careful analysis by Professor Spoerri 
of the problem of ecstatic speech and glossolalia. 
Then follows the only article in English, by 
Dr L. M. Vivier of Pretoria, who reports a careful 
psychiatric and psychological study of glosso- 
lalics, in which he found significant differences 
in several tests between his subjects and a control 
group. Dr Langen discusses the relation between 
ecstasy and modern therapeutic methods and 
the book ends with an article on “Ecstasy meter, 
and asceticism in German poetry’ by Professor 
Bóschenstein. 

The contributions deal with ecstasy from many 
different points of view, but psychiatrists and 
psychologists will find them all of interest. This 
is an excellent book which can be recommended 
to all who are interested in the strange pheno- 
menon of ecstasy. 

FRANK FISH 


Die Arbeitsweise des Gehirns und die psychische 
Vorgänge, 4th ed. By H. ROHRACHER. 
(Pp. 208. DM. 29.) Munich: Barth. 1967. 


This is an interesting monograph on the role of 
the brain in Psychological events. The author 
postulates that excitation of ganglion cells in the 
central nervous system produces specific struc- 
tural changes, so that if the cell is subsequently 
excited it will produce a pattern of excitation 
which corresponds with the specific structural 
changes. This is in keeping with modern views on 
the physical basis of memory such as those of 
Hyden, but Professor Rohracher put forward 
these ideas in the first edition of this book in 1939. 
He rejects theories of the physical basis of 
psychological events which are based on the 
concept of synaptic growth. He asserts that 
theories of this kind must lead to the conclusion 
that the neurophysiological basis of a memory 
image is the same as that of the corresponding 
perception. It is difficult to see why this should 
be so. 

The book ends with two theories of the basis 
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of conscious experience. The first of these, which 
Rohracher calls the theory of the final effect, is 
that conscious experience is the final effect of 
organic events in the brain, which have no further 
effects. This theory leads to philosophical 
materialism and does not satisfy the author, who 
produces a ‘vis extrinseca’ theory. This postu- 
lates that while changes in the brain are a neces- 
sary condition for conscious experience, they are 
not the only prerequisite. Rohracher suggests that 
there is something else which is necessary for 
conscious experience. This is an immaterial 
universal invariable general force which acts 
together with the excitatory processes in the brain 
to produce conscious experience. Despite this 
flight into fancy in the last chapter, this book is 
an interesting and well thought out attempt to 
explain the relation between the activity of the 


brain and psychological events. 
Led FRANK FISH 


Psychiatrie. Ein Lehrbuch für Studierende m 
Ärzte. By K. Kotte. (Pp. 348. DM. 29.50. 
Stuttgart: Thieme. 1967. 


This is the sixth edition of a short textbook m 
psychiatry, which deals with the subject "i и 
interesting way. The difficult problems © Po 
chiatry, such as the meaning of the ond ut 
normal’ and ‘reaction’, are not neglecte! 8" 
discussed in detail. In his introduction m 
Kolle points out that students have told him к 
the book was wonderful to read but it was n it 
textbook. One can understand this nem 
because the book is quite unlike the 4“ к 
German textbook which neatly amonen osi 
facts into the correct pigeon-holes ап geo 


i ; ites in а 
over the difficulties. Professor Kolle n orie 


~ ; 7 i 

lucid style and illustrates his ae is wide 
i en from 

accounts of apposite cases tak i introdic- 


clinical experience. This is an excellen 4 
tion to psychiatry which is a delight to read. 
FRANK FISH 


Changes in the Symptomatology of Bus 
Patterns. By ERVIN VARGA. (Pp. ix+ igi 
No price given.) Budapest: Akadem 
Kiadó. 1966. 

Kraepelin, Seligman and Malinowski, 

others, noted and speculated about C 

differences in mental illness, and readers © 


among 


окига 
f the 


aot 
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journal Transcultural Psychiatric Research will be 
familiar with present studies of transcultural 
variations in psychopathology. In this volume 
Dr Ervin Varga makes a historical rather than 
transcultural examination of changes in psychotic 
symptomatology. His studies are confined to a 
comparison of the incidence of forms of mental 
illness in Budapest and the immediate region in 
1910 and 1960. The text is illustrated by block 
graphs showing differences in 23 conditions by 
year, sex and magnitude. 

The book is divided into two parts, in the first 
of which the author outlines his mode of approach 
in seven sections covering such aspects as cul- 
tural differences, changes in time in psychiatric 
concepts and the problems involved. 

In the 20 sections of part 2 his data are pre- 
sented according to such distribution categories 
as intellect, environment, premorbid trend, age, 
Socio-economic and other classifications. A final 


‚ chapter by Dr J. Fischer discusses statistical 


inference, albeit rather briefly. 

Noteworthy is the decrease from the more 
Paranoid and delusory symptoms of 1910 to 1960, 
with a parallel increase in depression and the 
quiet schizoform syndromes. Most notable of all 
5 the virtual disappearance of progressive 
Paralysis, The flamboyance of symptoms has 
decreased across the years and yet the sex dif- 
ference remains, the women of 1960 showing 
More florid manifestations than the men of 1910. 

The reduction of endogenous as contrasted with 
the rise of reactive conditions will give rise to 
Speculations about the conceivable effects of the 
Political environment of the times. Where would 
the Curves show the sharper rise, e.g. in depres- 
Sions and the quieter schizoforms? How might 
the 1940 figures differ from 1960, with the Rakosi 
era coming in between? How far has western 
teenage culture insinuated its way into post-war 
Hungary? Two new categories appear in 1960 
which were absent in 1910, namely pubertal crisis 
and anorexia nervosa. 

In this slim volume Dr Ervin Varga has shown 
à sound Scholarship combined with a commend- 
able economy in presenting some extremely 
interesting data. With the next reprint it is to be 
hoped that Hungarian proof readers of English 
Will acknowledge the existence of another spelling 
than ‘discreet’ for ‘discrete’ in a text which is 


Otherwise flawless. 
F. T. ROBERTS 
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Marital Tensions: Clinical Studies Towards a 
Psychological Theory of Interaction. By 
Henry V. Dicks. (Pp. 354. 42s.) London: 
Routledge & Kegan Paul. 1967. 


The data for this study were provided by 2000 
couples seen by Dr Dicks and his associates at the 
Tavistock Clinic between 1949 and 1964. They 
came from the higher social classes with neither 
partner ‘alcoholic, psychotic, grossly psycho- 
pathic or overtly sexually perverted’, and all 
presumably acknowledging a marital problem. 

The book opens with an exposition of the 
author's conceptual position. He had found 
classical Freudian theory inadequate for dealing 
with interpersonal relationships and preferred the 
Melanie Klein and W. R. D. Fairbairn view with 
its emphasis on object relations, which also forms 
the basis of the author's ‘general approach to 
psychopathology’. He then deals with the princi- 
pal patterns of disturbance met with in the course 
of the investigation and, with the help of longish 
case histories, interprets them in the light of the 
conceptual framework. The evolution and prac- 
tice of the joint interview are described in some 
detail, in particular the various combinations of 
therapists and partners they tried: one therapist 
for each partner separately, one therapist seeing 
both partners separately, two therapists with both 
partners together, one therapist with both part- 
ners together (which the author prefers), etc. The 
relative merits of these techniques are fully 
discussed. 

The majority attended fewer than 10 thera- 
peutic interviews: about 14 per cent attended 
more than 50. Financial limitations and difficul- 
ties in keeping in touch with ex-patients made 
accurate follow-up impossible and so there has 
been no extensive analysis of the results, but 
most seem to have been improved. 

Some readers may find the Klein-Fairbairn 
framework (which is not fully expounded in the 
book) a hindrance since it leads to theorizing 
about aspects of interpersonal relationships which 
many now take for granted. However, one need 
not be deterred by this. The marital disturbances 
themselves are thoroughly documented by 
examples and may provide case-workers with 
useful models and give an idea how the interviews 
can proceed over a period of time. Much the most 
interesting part of the book is that devoted to the 
management of joint interviews. Some people 
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have misgivings about joint interviews: risks of 
drastic situations, of acting as a go-between when 
seeing the partners separately and the partners? 
fears of having their confidences revealed, and the 
suspicions of collusion when two therapists dis- 
cuss the partners they are seeing separately. 
Dr Dicks and his colleagues (principally Dr Mary 
Luff) have tried every combination, and he dis- 
cusses these in a practical way which should 
reassure the uncertain that there are no dark 
explosive situations and that he is free to choose 
the method which best suits himself and the 
particular circumstances. 

To handle these problems there is a call for 
more lay-workers (though the activities of the 
Marriage Guidance Council are almost totally 
ignored) and more training in * marital treatment 
for doctors. Clearly there is a need here but there 
seems a risk of making a special subject out of 
marital troubles, and only at the end of the book 
does the author really recognize the importance 
of dealing with the children of disturbed marriages 
—indeed of looking at the family as a whole. 

Despite the methodological problems raised, it 
seems a pity that more information could not 
have been gleaned from such a substantial 
population. This may yet come in regard to the 
original data, and we may see areas which Dr 
Dicks has opened up bear fruit in the future. 


GLIN BENNET 


Twenty Cases Suggestive of Reincarnation. By 
IAN STEVENSON. (Pp. 362. $6.00.) New 


York: American Society for Psychical Re- 
search. 1966. 


This handsomely produced book, which repre- 
sents volume ххуг of the Proceedings of the 
American Society for Psychical Research, is about 
the theory of reincarnation according to which a 
personality, having shed one physical body at 
death, activates another and develops further in 
it like the rings of wood on a tree. It is based upon 
the 20 cases reported here as a representative 
sample from the author's international census of 
such cases which now numbers nearly 600. Of 
this sample, seven cases come from India, three 
from Ceylon, two from Brazil, seven from Alaska 
and one from Lebanon. They are mainly spon- 
a cases of children who, from an age 
E two and four, begin to speak, in circum- 

ntial detail, of a previous life they ‘remember’ 
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and whose parents are eventually induced, often 
reluctantly, to make inquiries which lead to the 
identification of the previous personality and to 
the ostensible verification of the ‘personation’ 
which has occurred. 

The very idea of reincarnation shocks us, 
although it should perhaps shock us more that, 
while theologians, such as Professor Ninian 
Smart, may well be eager to re-examine rein- 
carnation impartially in the light of any new 
evidence, many psychologists, such as Professor 
Hansel, may well decline to do so, merely on the 
grounds of a priori dogma. The particular evi- 
dence, collected here by Professor Stevenson of 
the Department of Neurology and Psychiatry of 
the University of Virginia, is presented in such an 
honest and restrained manner by one so well 
qualified to do so that it demands our serious 
attention. Moreover, the basic part ol his com- 
plex but very lucid and penetrating argument ~ 
very convincing. It is that, of the bio 
hypotheses, fraud is virtually out of the que 
cryptomnesia is implausible and so-called gen zn 
memory' is applicable to only a negligible La 
portion of the cases—so that at least 50 
paranormal hypothesis is called for. 

However, when Professor Stevens 
misgivings about the ability of those раг 
hypotheses, which do not i eae 
adequately to account for all the репо of a 
the better cases ‘without supposing у и may 
very extensive and extraordinary | ! ust this 
be doubted whether his tacit rejection terial Мо 
possibility is justified. His y piae 
doubtedly provides an extraor ee artly as 
relevant detail but, inevitably, and only p° 


a result of being drawn from unfamiliar gm 
and elicited through interpreters, it is not RÀ =. 

as detailed as one could wish in certain reed 
specific respects. This is particularly so in pen р 
to inner conflicts of the ‘previous pe А9 
which, unresolved at the time of death (per : p 

violent death), may possibly have played HC ut 
initiating, paranormally, the Mee ii 

tion phenomena. Moreover, by Con e si 
part of the discussion to only one basic "ion" 
ism, which he calls ‘ESP and pers ai ре 
whereby the subject *acquires the informa ad 
has about a previous personality through P> i 
integrates this. . „and personates it SO thoro 
that he comes to believe he and that perso И] 
the same, and convinces others of this ide 


on expresses 
anormal 
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also’ (p. 206), the author surely limits the field of 
non-survival paranormal hypotheses too narrowly. 
For example, the converse of this mechanism, 
whereby the 'personation" would occur as the 
primary paranormal process, and the so-called 
ESP phenomena as subsidiary manifestations of 
it, is one possible alternative mechanism, not 
involving survival, for which there is some 
independent clinical evidence. 

But even the strongest reservations about the 
adequacy of Professor Stevenson's grounds for 
dissatisfaction with those paranormal hypotheses 
not involving survival are insufficient justification 
for not examining carefully his positive argu- 
ments in favour of those hypotheses which do. 
These seem to be based, mainly, upon the need to 
explain the evidence for the reappearance of 
Specific or idiosyncratic skills. The author puts 
forward the view that the personation required 
by all Survivalist hypotheses shows a continuum 
between possession, in which the ‘previous 
Personality’ associates itself with the physical 
Organism at a late stage in ontogenesis, and 
reincarnation, in which the association takes 
Place at a very early stage. Then, after discussing 
fully some of the better authenticated cases from 
the literature on possession, he suggests that 
Possession does not adequately account for the 
increased revival of memories which he finds, in 
the present cases, when the child goes to the loca- 
tion of the life of the previous personality. Also, 
the fact that recognition exceeds recall seems to 
him to favour, somewhat, reincarnation rather 
than Possession. He emphasizes in this connexion 
the importance of developing more satisfactory 
tests for recognition and also points out that a 
more adequate study of the congenital deformi- 
ties and birthmarks in these cases would be 
important in establishing a clear distinction 
between possession and reincarnation. 

Now, the very existence of a continuum à 
tween possession and reincarnation raises natura 
doubts about the propriety of trying to draw a 
dividing line between the two, but the ЕЦ 
Certainly makes out a strong case for what coul 
justifiably be called the ‘reincarnation of fe 
Complex informational patterns (detailed persona 
Memories), behavioural patterns (specific man- 
Dérisms, aptitudes and acquired skills) and even 
Physical patterns (birthmarks and deformities). 

Svertheless, whether the reincarnation of even a 
Whole group of such patterns, all belonging to a 
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specific person, would really amount to the rein- 
carnation of that person is a question to which 
the answer is not so certain. It depends upon the 
view of ‘personality’ which one adopts. Professor 
Stevenson himself comments ina footnote (p. 311) 
that he does not Suggest that personality consists 
only of memories (as he has been referring merely 
to our means of distinguishing one personality 
from another) but he nevertheless says that ‘the 
collection of memories and hence responses [my 
italics] which each person has uniquely may 
ultimately prove our best definition of person- 
ality’. On this view of personality, which may 
indeed be the view held tacitly not only by con- 
temporary mechanistic psychology but also by 
those fatalistic cultures which believe in reincar- 
nation, the evidence presented here for personal 
reincarnation is, ironically enough, strong. But 
others will cavil both at the hard mechanistic 
causality implied by such a view of personality 
(which seems to tie down in a one-to-one manner 
a specific collection of responses to a specific 
collection of memories) and at the tacit exclusion 
of will (or volition) from the very essence of 
personality and its relegation to a status de- 
pendent upon, and derived from, causality 
although, in fact, as Earl Russell has pointed out, 
the reverse is the case. 

Professor Stevenson summarizes clearly the 
cultural backgrounds and beliefs of each of the 
ethnic groups of the cases he reports and it is no 
criticism to say that a really adequate discussion 
of the relevance of the cultural factor to the 
reincarnation hypothesis would probably require 
a volume of its own. It is widely assumed that 
ostensible reincarnation phenomena are illusions 
generated by the belief in reincarnation which 
normally prevails in the cultures in which such 
phenomena occur—but this assumption leaves 
the belief in reincarnation itself unexplained and 
a more plausible view is that the belief develops 
mainly in cultures where such phenomena are 
prevalent—and is based upon them. Now, it has 
been tentatively suggested (by Sir Alister Hardy) 
that, in order to explain the degree of spreading 
and stabilization of habits and patterns of be- 
haviour in animal species which is required for 
these to be incorporated into the gene complex, 
it may be unavoidable to have to postulate a 
general subconscious and telepathy-like process 
of sharing of patterns—both of form and of 
behaviour—a process supplementary to the 
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well-known genetic and learning processes in 
individual development. The existence of such a 
process in human beings would explain the 
occurrence of phenomena which in certain cul- 
tures might suggest reincarnation, but which in 
other cultures might take other forms. An impor- 
tant task of such a volume would thus be the 
elucidation of factors present in some cultures 
but not in others which might encourage osten- 
sible reincarnation phenomena, e.g. factors con- 
nected with the predominance of oral over written 
methods of handing on tradition, and of trans- 
mitting information, and the remarkable capacity 
for rote learning of detailed factual information 
which seems in practice to be associated with this. 

The author's final conclusion is the modest one 
that, while the chief contribution of these cases 
may be merely in the illumination of the kinds of 
cases which might provide compelling evidence 
of survival, the cases do indicate an increase, 
since his review of the subject in 1960, in the 
evidence favouring reincarnation. But the pain- 
stakingly documented cases, presented so well 
here, more than live up to the equally modest 
claim of the book's title that they are suggestive 
of reincarnation. For, even if they do not really 
increase the evidence for personal reincarnation, 
they do provide quite strong evidence for the 
paranormal reincarnation of informational, be- 
havioural and even physical patterns. This, if it 
is confirmed, will be disturbing enough, but the 
greatest impact of these case reports may not be 
their relevance to the question of survival but the 
challenge they present to our current tacit 
assumptions about the nature of personality and 
individuality. Their eventual interpretation may, 
in fact, shock us even more than the theory of 
reincarnation which, on the face of it, they seem 
to support. 


JAMES F. MCHARG 


Clinical Psychopathology: Signs and Symp- 
toms in Psychiatry. By FRANK Fisun. (Рр. 120. 
305.). Bristol: J. Wright. 1967. 


In the introductory chapter to this book Pro- 
fessor Fish reminds us that the need for careful 
description of clinical phenomena in psychiatry is 
greater than ever before and rightly points out 
that, without good clinical knowledge, research in 
psychiatry will be fruitless. But, thinking perhaps 
of the majority of English-speaking psychiatrists 
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who, like your reviewer, lack a philosophical 
training, he also gives us the salutory reminder 
that before psychological phenomena can be dis- 
cussed it is necessary to realize the philosophical 
problems involved. 

Professor Fish himself takes the view that the 
basic philosophical problem is the relation be- 
tween mind and matter and does not seem to 
question that it is insufficiency of evidence which 
makes it impossible to decide between the idealist 
and materialist answers to this problem—although 
the same insufficiency does not deter him from 
making what he calls the "fair assumption that 
the world around us exists independently of us, 
that it is material or composed of matter and that 
it is not a product of our minds’. Beyond оя 
clear rejection of the idealist answer, his нан 
position is less clear, but it seems that he ce am 
га sort of practical materialism which dissocia ~ 
itself from philosophical materialism c 
how this dissociation is achieved is itself not ire 
Professor Fish's approach to the philosophic’. 
problem of the complication of korr 
in the human being, as compared with the oes he 
is not altogether clear either because, ptr 
writes (p. 2) ‘the human being has some m 
way, human behaviour is usually as "à indie 
by some event in consciousness which th 
vidual experiences 
behaviour’, this is лог ‘putting it an n 
is saying something different. It !5 а A 
thing about causality, the philosophica Р н 
of which, although of great а ако deae Fish. 
for psychology, is not taken up y dis- 
Titoli may apaa е, sychic events» 
cuss Jung’s so-called *acausal а | 
although these, if they exist at à t subject E 
fundamental importance for the who v» 
psychopathology. It may be that у a 
simply does not believe that their exis logi" 
been ‘established’ by ‘scientific ape ii 
but then his concept of "scientific psycho ие 
itself questionable in so far as this is ip k 
indicated by his tautological statement сша 
‘investigates animal and human behavio tics 
scientific [sic] way and establishes [my ! (hic 
rules and laws’. His distinction between emp? ^ is 
psychology’ and ‘interpretative psychology. , 5 
valuable but, after saying that the interpreta " 
of interpretative psychology are not explant os 
*in a scientific sense' but are * working hypot 
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which help the therapist to organize the informa- 
tion which he gets from the patient’, he insists 
that both are to be distinguished from 'scientific 
psychology’. But surely it is accepted nowadays 
that it is not the function of scientific investigation 
to establish, but only to falsify rules and laws 
which are, in the first place, speculatively pro- 
posed? And what are explanations ‘in a scientific 
sense’ other than ‘working hypotheses’? 

Readers will be grateful, however, to Professor 
Fish for his brief but clear statement of the basic 
philosophical positions, vis à vis psychiatry, of 
Kant, Husserl, Dilthey, Jaspers and Heidegger, 
for clarifying the two confusing senses in which 
the term ‘phenomenology’ has been used, and for 
Not using it further, and it would be unfair to 
dwell at too great length on what, after all, is only 
One part of an introductory chapter to a book 
which otherwise can hardly be praised too highly. 
Readers will also appreciate his clarification of 
the proper use of certain basic terms such as 
‘abnormal’ and ‘morbid’, ‘psychogenic’ and 
‘hysterical’, which precedes the systematic dis- 
Cussion of the classification of psychiatric dis- 
orders, and of signs and symptoms in psychiatry 
in relation to disorders of perception, of thought 
and speech, of memory, of emotion, of experience 
of the self, of consciousness and of motor func- 
tion, which forms the main part of the book. In 
all this discussion it is difficult to fault anything, 
although I did wonder if his definition of the 
Present-day usage of the term ‘paranoid’ as 
meaning “persecutory’, ‘suspicious’, or ‘hostile’ 
was quite as precise as it should be. An adequate 
definition should certainly specify that such 
attitudes, in a patient, must be established as 
being morbid—which is not always immediately 
apparent—and perhaps a more precise definition 
Would be that of Professor Curran which states 
that the patient must have a *morbid and resent- 
ful sense of a hostile environment". 

This book—slim, attractively bound and very 
reasonably priced—shows the orderliness and 
compactness one expects from Professor Fish 
and it succeeds in its aim at being short by com- 
Pressing an immense amount of precisely worded 
Material in a way which still leaves particular 
topics and ideas clearly expressed. These are also 
easy to locate by means of the excellent index— 
although I missed, from this, the term *cryptom- 
nesia’, The book will meet a very real need, both 
for the young psychiatrist and for the medical 


student who feels overwhelmed and puzzled not 
merely by the language of psychiatry, which may 
be new to him, but by the lack of precision with 
which its terms are still, too often, used. They will 
be helped by an excellent bibliography which, 
wisely, is restricted to references to review 
articles and investigations recently reported. 

I noticed only three misprints—palilaiia (p. 118) 
for palilalia, and alientation (p. 113) and alien- 
taion (p. 118) for alienation. 

JAMES F. MCHARG 


The Senses Considered as Perceptual Systems. 
By J. J. Gipson. (Pp. xiv+335. 40s.) 
London: Allen & Unwin. 1968. 


This book sets out with the general aim of 
examining and assessing what is known about 
the senses that is relevant to perception. The 
author, in doing this, becomes preoccupied with 
a critique of empiricism, especially the doctrine 
that conscious ‘sensations’ (the philosophers’ 
‘sense data") form the ‘building-bricks’ for 
perception. Dr Gibson puts forward an ‘іпѓогта- 
tion-based" theory of perception as an antidote 
to this traditional ‘sensation-based’ theory. 

Perception is equated with the detection or 
identification of the sources of stimuli, and it is 
argued that ‘active’ perception (as in visual 
scanning, ог haptic exploration) allows the 
‘isolation of invariants’ from a series of ‘trans- 
formations’ of the array. The manner in which 
the brain might perform such an analysis is not 
explicitly considered, but the identification of an 
invariant when it has ‘emerged’ is likened to 
‘resonance’. 

The author says much in this book that 
needed saying, and the general approach to 
perception, whereby stimulus information is 
stressed rather than conscious experience, will 
find sympathy with many psychologists. 

The book is, however, in some ways an eccen- 
tric one, and is especially open to criticism in that 
the author tends to overstate his case. Further, 
some readers may be unhappy about the relative 
paucity of experimental data presented in argu- 
ment, and with the authors predilection for 
abolishing problems rather than explaining them. 

But, in spite of these possible defects, the book 
stands as a valuable source of ideas, and as a 
genuine contribution to the literature on 


perception. A. D. MILNER 
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Reflections on the Nude. By ADRIAN STOKES. 
(Pp. 64. 18s. 6d.) London: Tavistock. 1967. 


Adrian Stokes sees the creation and the ex- 
periencing of a work of art as processes in object 
relationship and in personality integration. The 
work itself, subject and treatment and com- 
municated experience, is thus an indicator of 
integration in the artist, the viewer or listener, 
and the culture in which both are components. 
The painted or sculpted nude was the perfect 
whole-object and the symbol cf an integrated 
personality within the serene aesthetic world of 
artist, craftsman and patron that extended from 
the Renaissance to the bourgeois baroque of the 
19th century. In an impersonal, mechanized, in- 
dustrial culture, contemporary art mirrors the 
fragmentary object relationships that fail to make 
a coherent world of the denatured urbanized 
environment. Collage perhaps signifies an attempt 
to reassemble the pieces of a world (or a man- 
world system), and perhaps pop art and op art 
produce slick surfaces to paper over the cracks. 

This inadequate attempt to render down some 
of the argument of this little book will at least 
indicate that Adrian Stokes’ Reflections on the 
Nude, in 64 pages, is more than the graceful, 
languid musing that the title suggests. It is in fact 
а very compressed, meaning-packed study, 
following up the theme of his famous Michelangelo 
and exploring further the creative and the recep- 
tive processes in art, in the light of a Kleinian 
form of psychoanalysis. It is a difficult work to 
read just because of its brevity and its highly 
compressed prose, and it is handicapped by the 
lack of index, bibliography or illustrations, but it 
well repays study. 


JOHN D. UYTMAN 


Vincent van Gogh: a Psychological Study. By 
HUMBERTO NAGERA. (Pp. 182. 36s.) Lon- 
don: Allen & Unwin. 1967. 


, Dr Nagera has used psychoanalytic technique 
in examining the information available from 
Vincent van Gogh’s letters and from van Gogh 
family records. This type of exploration gives a 
plausible explanation of Vincent's early failures 
in several careers, in his ventures into love, and 
in most relationships with those who should have 
been his equals. It brings some understanding of 
his youthful religious fanaticism, of his two years 


living with the prostitute Sien, of his demanding 
dependence, lifelong upon his brother Theo, 
briefly upon Gauguin at Arles. His final psychosis, 
self-wounding and suicide come into context, and 
there is some credible illumination of the dynamics 
of his motivation towards drawing and then 
painting. | 

This is rather more than has been achieved by 
any one earlier book on Vincent van Gogh. Yet 
although here is much insight into van Gogh the 
man, it is van Gogh as painter who makes his 
biography important. Ernst Kris wrote: * Psycho- 
analvtic material enables us to point to the 
interaction of factors which made one individual 
turn to painting. . . There remains the х ара . - 
why one is great while the other barely reache 

ium height. 
E ee does try to bring the paintings oe 
into analysis. The pictures that most pesi d 
tell a story, and can be considered as pic теже 
ing the painter's identifications or Lig nr ~ 
are the early peasant and coal-miner e 
and paintings. These have few of the VF mi 
tics of the later and greater works, none 9 ig 
bold colour and stirring vision. Their ei 
like distortions may be rightly deemed E = 
ally significant, but their message is ee y 
plain than an Oxfam advertisement to ay. 
Nagera's venture into micro-analysis 9 
Potato Eaters’ does not сопутсе—ће 
clock at *twenty-five to twelve. Adde nd death- 
make thirty-seven, the age of his suicid a 
Another numerical coincidence. · · * , 
like Fliess than Freud, and what ! 
eleven thirty-five? Later, 
reapers for death, sowers f 4 
fecundity, are again clear and consc! m 
Even the ‘symbolism’ of the two еп a 
(van Gogh's and Gauguin's) has à es máy 
mentary in Vincent's letters, though | ath set 
that *unconsciously he had passed à e 
tence on them both’. 

This book remains a stimulating €$ 
which, mutatis mutandis, another sentence ; 
Kris is pertinent: *We have no answer fantile 
question why an individual with the > a 
experience and the particular pattern of de ie " 
Freud was able to reconstruct in Leonardo's : 
history was fated to become the great pcc d 

It is regrettable to note that a book pub ilk 
as a psychological study ofa prolific, colou in 
extremely well-documented painter 15 lacking 
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index, bibliography and colour reproductions of 
the paintings (of 17 illustrations, only the frontis- 
piece is in colour). There is a short foreword by 
Anna Freud. 

JOHN D. UYTMAN 


The Therapeutic Relationship and Its Impact: 
а Study of Psychotherapy with Schizo- 
phrenics. Edited by CARL R. ROGERS, with 
the collaboration of Eugene T. Gendlin, 
Donald J. Kiesler and Charles B. Truax. 
(Pp. xix 4-625. 93s.) Madison and London: 
University of Wisconsin Press. 1967. 


This book gives an account of a 5-year research 
project in which Rogers and his colleagues aimed 
to show that Rogerian concepts, as to what are 
the elements in a psychotherapeutic relationship 
necessary for improvement in the patient, were as 
applicable to schizophrenics as to any other type 
Of patient, and that these elements and their 
effects on the patient could be reliably rated. 

The project was on a large scale. Thirteen 
authors and six commentators contribute to the 
book. Involved in the project were 15 therapists 
and 33 others, who were mainly concerned with 
aspects of psychometric testing, as well as à 
considerable number of ‘naive raters'—students 
from various faculties—who rated 17,000 bits of 
taped interaction. The project cost $180,000. 

The subjects of the research were an experimen- 
tal group of 16 schizophrenics and a control 
Broup of 16 schizophrenics, plus 16 ‘normals’. 
The schizophrenics were in-patients in the Men- 
dota State Hospital containing 800—900 patients. 
The experimental group received 2 hours therapy 
per week over periods ranging from 4 months to 
2} years from eight therapists. The control group 
Were treated according to the usual hospital 
practice. The experimental group also received 
the usual hospital treatment, including drugs, 
though the latter were contrary to the research 
design. The investigators had not discovered that 
mental hospital staff will not tolerate the with- 
holding of drugs. 

The following are the three conditions of 
therapy to be provided by the therapist, each 
Condition having its own rating scale. (1) Accurate 
Empathy (AE): this measures the degree to which 
the therapist enters into and shows correct 
understanding of the patient's world. (2) Con- 
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gruence or genuineness (CONG): this measures 
the extent to which the therapist puts his real 
feelings about the patient behind what he com- 
municates to the patient, not hiding himself 
behind professional role or interpretations. 
(3) Unconditional Positive Regard (UPR): this 
measures the degree to which the therapist shows 
a warm and accepting attitude to the patient as a 
person, accepting all his aspects and behaviour 
with no strings attached. Regarding the patient 
himself: his disturbance is seen in terms of 
estrangement from self, what he says and is 
aware of being incongruous with what he ex- 
periences but is not clearly aware of. The degree 
to which the patient integrates and owns, or 
disintegrates and does not own, what he is feeling 
and experiencing is called the Experience Scale 
(EXP). Movement along the scale towards in- 
tegration measures the *process of therapy' and 
is called *process movement". 

The variables for conditions of therapy and 
process of therapy were rated from three van- 
tage points: (a) The naive raters rated 17,000 bits 
of taped interaction for the three therapist factors 
and for the patient's factor, each rater rating one 
factor only. (b) The patients rated their therapists 
on the Barrett-Lennard Relationship Inventory 
which was found to give reliable ratings for AE, 
CONG and UPR, i.e. the patients rated what they 
thought their therapists thought or felt about 
them in these terms. (c) The therapists rated 
themselves for the degree to which they thought 
they had shown AE, CONG or UPR to their 
patients. 

The experimental and control groups were 
compared for these variables by means of the 
patients in each group being seen at infrequent 
intervals by a sampling interviewer, who was not 
one of the therapists, but who tried to offer the 
same conditions of therapy in his attitude as did 
the therapists. 

The basic hypothesis, on which depended four 
secondary hypotheses, was that ‘The greater the 
degree to which the conditions of therapy existed 
(i.e. AE, CONG, UPR), the greater will be the 
evidence of the therapeutic process (i.e. process 
movement) in the client", provided that the client 
showed some perception of the conditions offered. 
Thus it was expected that patients receiving high 
conditions should show more process movement 
than those receiving lower conditions and than 
the controls, and that those receiving higher con- 
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ditions should also have better outcomes as 
measured by a number of more ordinary criteria. 

There was a high positive correlation between 
naive raters and patients’ ratings of therapists for 
AE and CONG. There was no correlation, or a 
negative correlation, between the therapists’ rat- 
ings for AE, CONG and UPR which they 
thought they had provided and the ratings they 
received from the patients and naive raters for 
these factors. Using the naive raters’ and patients” 
ratings for AE, CONG and UPR, and the naive 
raters’ ratings of EXP, the basic hypothesis was 
not confirmed. There was no correlation between 
conditions provided and process movement. 
There was, however, a good positive correlation 
between EXP ratings for patients and outcome 
and for process movement, when it occurred, and 
outcome; also if patients entered therapy with a 
high EXP rating their therapists were from the 
start rated highly for AE and CONG. Regarding 
the control group, their rating features were very 
similar and their outcomes also very similar to 
the experimental group, though the latter had a 
slightly better release rate. 

All this can be summed up by saying that the 
primary hypothesis was not confirmed, that both 
the ratings and the actual outcomes showed that 
therapy made little difference, but that a system 
of rating (EXP) had been developed which was 
reliable and a good indicator of prognosis; also 
that therapists responded to the more expressive 
and promising patients by providing higher con- 
ditions of therapy. But the authors, whilst admit- 
ting that theprimary hypothesis was not confirmed, 
did not accept that it was rejected by the results. 

About 250 pages, of a book already confusingly 
overburdened with words, is devoted to a minute 
statistical analysis of factors, ‘confounding 
variables’, which were thought to have interfered 
with the confirmation of the hypothesis. Further- 
more, much of this analysis must be regarded as 
invalid, or as giving the wrong impression, for 
two reasons. First, the experimental group is 
divided into high and low subgroups in terms of 
various rated factors and these are compared to 
the control group which is considered only in 
terms of its overall aggregated ratings. It was 
clear from quite a few of the diagrams that if a 
curve was drawn midway between the high and 
low curves for the experimental group, this curve 
quite closely resembled the curve for the control 
group. Secondly, because of the association of 
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high AE and CONG with patients’ EXP ratings, 
but without the causal connexion which would 
have been implied by process movement, the 
material was frequently presented in such a 
manner as to give the impression of a causal 
connexion. 

The reviewer's own evaluation of this project 
and its presentation is as follows. I am in sym- 
pathy with the heart of the approach, of the 
importance of empathic understanding and of 
the therapist having the courage to say what is 
congruent with his real feelings, and I regard the 
experience scale as excellent, with its focus in 
therapy on the ‘felt meaning’, the ‘referent’, to 
what the patient has not yet found words to 
express. Basically, however, I find n 
approach extremely naive and conceptual y 
extremely muddled. There appears to bea pro 
found confusion between the psychological 
approach which rates personality traits bur 
qualities and the psychology of dyadic iere qn 
and relationship. What is in fact a rating 9 | 
static personality trait is often referred to wes 
rating of relationship. The following points 2 
relevant to this criticism: | aiim 

(i) Omnipotence: the assumption that a d 
provement in the patient comes from the De ty 
If the therapist supplies X then this is followe! ui 
Y in the patient. The patient is gi ва ae 
place in this 'client-centred" approach: covery 
refreshing thing in the book is Rogers of the 
that the patient exists. Rogers states 01 of the 
main findings, that ‘The characteristics of the 
client or patient influenced the quality aif and 
relationship which formed between Bs епа 
his therapist’ (p. 89), and on р. 92, ‘It SH nip 
from our complex data that these relatio is 
qualities are not entirely supplied by the therap е 
nor аге they entirely elicited by qualities in : и 
patient. They are, it would seem, a product of th 
interaction between the two." Р 

(ii) The terms used indicate the conceptu? 
confusion, e.g. ‘process’ and ‘process yond 
ment’ in therapy, to indicate response to a mo А 
of treatment designed to bring the patient to 2 
awareness of his own experience, and to и 
personal responsibility and agency for it. Te 
is a term implying depersonalized meian 
This seems to result from using statistical assoc! , 
tions between rated personality traits, rather pn 
rating issues which are part of an interact! 
pattern between persons. 
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(ii) The confusion between trait psychology 
and interaction psychology is made explicit on 
P. 139 where, regarding the rating of AE, 
CONG and UPR, it is stated: ‘Ideally these 
attitudes and responses [in the therapist] can best 
be judged from recordings [tapes] containing only 
the verbalizations of the therapist’, but ‘the 
cutting out of patient speech would have been 
prohibitively expensive. ..'. How Accurate Em- 
pathic Understanding could be rated in the 
absence of knowledge of what, in the patient, the 
therapist was showing understanding about, is 
not mentioned in respect of this incredible ideal 
Which would have obliterated the patient's con- 
tribution. 

(iv) The therapists appear to have been asked 
to rate what conditions they thought they had 
Provided without reference to the relationship 
issues involved. If they had been asked to rate 
What they thought the patients thought of what 
the therapist felt he was offering, the results 
might have been less surprising to the investiga- 
tors, 

(v) The orientation which I am criticizing 
seems to have indirectly affected the variables 
used for selecting a matched control group. The 
experimental and control groups were formed by 
meticulously pairing patients on the basis of the 
following variables: socio-economic status, age, 
Sex, and degree of disturbance measured by the 
Luborsky Health-Sickness rating scale (which 
Mainly uses intra-individual factors). But the 
basic variable used to divide each group into 
halves was: ‘More chronic’ = patients who had 
Spent more than 8 months in hospital, estimated 
by adding all periods of hospitalization during a 
Patient's life, and ‘more acute’ = those patients 
Who on a similar basis had spent less than 8 
Months in hospital. Beyond this, no data regard- 
ing hospitalization patterns were taken into 
account. For instance, patients who have spent a 
total of 9 months or so in hospital during 2-3 
admissions spread over several years and who 
have functioned adequately between admissions 
are not uncommon, are not chronic, and they 
can be expected to spend a rather shorter period 
n hospital on the present admission than pre- 
vious admissions, Whereas а patient who has 
Spent 9 months or more continuously in hospital 
'S likely to be on the borderline of becoming a 
long-stay patient. The former case makes a good 
recovery, requiring no help beyond containment 
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in hospital for 2-3 months and drugs. Rogers’ 
assumption that schizophrenic in-patients only 
get well through therapy may very well have 
blinded him to the crucial information which the 
previous hospitalization patterns could provide 
in the formation of two comparable groups, i.e. 
the difference between a long-stay and a short- 
stay patient. This casts a serious doubt on the 
control group being comparable to the experi- 
mental group. 

If the authors had stuck to giving information 
about those issues which their study can sustain, 
ie. that they had found an important factor and 
a method of rating it concerning a schizophrenic’s 
ability to relate to himself and to others (EXP), a 
factor which provided a good guide to prognosis 
irrespective of treatment given, we would have 
had a useful and readable work of 50-100 pages 
instead of a nearly unreadable book of over 600 


pages. R. D. SCOTT 


A Materialist Theory of the Mind. By D. M. 
ARMSTRONG. (Pp. 372. 505.) London: 
Routledge & Kegan Paul. 1968. 


Professor Armstrong, who holds a chair of 
philosophy in Sydney, puts forward a materialist 
theory of the mind which accepts mental states 
to follow the physical laws of the central nervous 
system and unreservedly equates brain and mind. 
The peculiar position is that he has no means of 
proving his theory, but arrives by conceptual 
analysis at the affirmation that no logical objec- 
tions to the theory can be found. Not only ‘mind’ 
as such, but its specific concepts like perception, 
imagination, introspection, belief and will, are 
equally subjected to logical analysis with the 
result that they do not contradict his fundamental 
position. We learn that the concept of the 
*unconscious' also passes as logically possible. 

Though Professor Armstrong would like to 
ally himself with scientific empiricism, he does not 
make the slightest use of the available facts of 
electroencephalography, brain surgery, psychoso- 
matic medicine and psychopharmacology. Though 
his fervour for logical consistency may do some 
good to the psychologists and psychiatrist's 
thinking, his aloofness from scientific develop- 
ments (of which only computers are mentioned), 
will hamper the very appeal he tends to evoke. 
Furthermore, to become imbued with his teaching 
would entail the danger of putting up in effect a 
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strong brake or barrier to phenomenal analysis 
on which the progess of our science so much 
depends. 

STEPHEN KRAUSS 


Living with Suicide. By EUSTACE CHESSER. 
(Pp. 176. 30s.) London: Hutchinson. 1967. 


The intensified study which suicide as an 
important psychosocial phenomenon is receiving 
finds its expression in an ever-increasing literature 
dealing with it. Chesser's book, while not com- 
parable in scientific thoroughness with Stengel’s 
work of 1958, has its merits in being circum- 
spect in the literary sense and adventurously 
fresh in psychological thought. The first half of 
the book is rather a discourse on the meaning of 
life and death. The second half brings up the 
specific points of the suicide problem like the 
‘cry for help’ notion and the ‘right to die^ 
notion. Not everybody will go along with the 
author's advocacy of permissiveness in a number 
of contemporary problems (e.g. euthanasia). The 
provocative title of the book alludes to phenomena 
of ‘brinkmanship’ (e.g. in cosmonauts), but also 
to self-caused destructiveness to personality 
through alcoholism and drug addiction. In this 
connexion Freud's theory of a ‘death instinct’ 
comes up for discussion. In a wider sense, the 
author wants to promote an attitude of ‘meeting’ 
death free from horror. If in a distant future an 
extension of life should ever become possible 
through temporary refrigeration (today's science 
fiction but the author gives it a thought) ‘living 
with suicide’ will even assume a prophetic ring. 

STEPHEN KRAUSS 


Men in Middle Life. (Cross-Cultural Studies in 
Mental Health, volume 3.) By KENNETH 
Soppy with Mary C. Kipson. (Pp. xii+ 
485. 63s.) London: Tavistock. 1967. 


Until the publication of this book no scientific 
monograph on middle age had been in existence, 
whereas books on childhood, adolescence and 
old age have been available in abundance. It was 
therefore highly meritorious on the part of the 
Scientific Committee of the World Federation for 
Mental Health to work out and publish this book, 
which owes its high standards to an interdiscipli- 
nary panel consisting of experts of high repute 
from various countries. They provided the drafts 
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of various chapters, whereas K. Soddy as the 
editor obviously put much work into bringing the 
book into its final shape. The volume is dedicated 
to the memory of Professor Henry Cornelius 
Riimke, late holder of the chair of psychiatry at 
Utrecht and a leading figure in the field of Mental 
Health, who was the chairman of the Scientific 
Committee. | 
The work is centred on all aspects of life in men | 
between 40 and 60. These landmarks have been | 
well considered, but may be nevertheless not | 
generally acceptable. It would be misleading to | 
state that the work has been restricted to the | 
consideration of two decades in the lives of males. 
In fact, the book deals utterly unrestrictedly also 
with women, children, adolescents and old 
people, to such an extent that many pages impress 
as digressions from the central theme. However, 
we need not have any regrets about that because 
the wealth of material woven together has resulted 
in an exemplary overview of the totality of ager 
life development, biological, psychological ao 
social. Even comparisons with the animal va 
are brought in. The human life-span as a anne 
concept comes into its right, as already 
shadowed in a book by Charlotte Bühler. - 
Much trouble has been taken in eme 
the rights and wrongs of certain popular serait? и 
typed ideas about middle age. Docs aay ar KA 
really set in, is there a beginning beeen that 
thought and action? The answer seems osed on 
some contraction and hardening 15 een an 
this age group by the cultural Mie of the = 
expectations of society. The s pivatal point 
middle-aged group is just а em ounger generar | 
in culture as is the rebellion ia Pn preceding p i 
tion against the tenets and va xn dw pendulum 
one. In some parts of the wo 


ion 0 
-evaluation 
wards an Over-ev 
has swung far towa h it’ attitude. 


‘youth culture’ and the ‘with 1t ју dealt with 
Themes which are fonum R des рагі 

і ildhood тиче X F 

in the book are chi lopment, 


psychodynamic, on middle-age devel togethef | 
interactions between generations living mna | 
in one family, the vulnerability of the mid ee | 
to neurosis and psychosomatic illness, the In оса 

on them of their social habitat and of 5 


change and many other cognate ipe nis | 
editor’s far-sighted view comes out ae ail | 


chapter on the planning of future studies, oci? 
his suggestions could keep scores of 3 VI 
researchers busy for decades. The collation 
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wide bibliography in English and, separately, in 
other languages is a further stimulus for the on- 
going work in this field. No doubt, wherever 
mental hygiene is to make further strides, it will 
have to make reference to this book. 

STEPHEN KRAUSS 


Emotional Stress: Physiological and Psycho- 
logical Reactions; Medical, Industrial and 
Military Implications. (Proceedings of an 
International Symposium arranged by the 
Swedish Delegation for Applied Medical 
Defense Research, Stockholm, February 
1965.) Edited by LENNART Levi. (Pp. 280. 
Price not stated.) Basel: Karger. 1967. 


Т In view of the ever-increasing attention which 
15 given to the stress problem and which is only 
appropriate to its tremendous importance, it is 
meritorious on the part of a Swedish group of 
Scientists to have arranged a symposium, with 
Participants from other countries, on emotional 
Stress. On going over the list of contributions 
One is astounded by the quantity and many- 
Sidedness of stress research carried out in Sweden. 
This is in keeping with the tradition which U. v. 
Euler, the famous biochemist, has created in the 
Karolinska Institutet at Stockholm, starting out 
with thequantification of adrenalin and noradren- 
alin in urine after stress. 

The contributions to the symposium are 
arranged in sections on psychological and 
Physiological reactions to emotional stress, on 
Psychophysiological relations during stress and on 
Applications of stress research in military life, 
Industry, aviation and diving. As is evident from 
two Principal contributions (by Levi and Lazarus) 
the methodology of stress research stands in the 
foreground. of present considerations. It is this 
line in particular which will attract and merit 
‘he interest of many research workers in this field. 

Since Selye's pioneer work on stress and the 
8eneral adaptation syndrome the field has cer- 
tainly widened and its problems have become 
more specified, e.g. through Lacey’s concept of 
individual or type-bound stress specificity. Much 
Work is still to be done. One cannot put this book 

Own without being aware of the great stimulus 
that stress research has received from this 
Symposium, ably arranged and made known 
through this book by Lennart Levi. 

STEPHEN KRAUSS 


Sleep and Altered States of Consciousness. 
Edited by S. KETY, E. V. EVARTS and H. Г. 
WILLIAMS. (Pp. xii+591. £11. 155.) Edin- 
burgh: Livingstone. 1967. 


Three new books on sleep have come from 
North America in the past few months. The 
present one does not offer an integrated review 
of the whole field, unlike those of the single- 
author books, but rather a series of authoritative 
papers which were originally delivered at a 
symposium. There is not much that had not 
previously been published in journals but there 
is the convenience of each author offering a 
review. Much of the book revolves around new 
knowledge of the three distinct physiological 
states of the organism: waking, orthodox 
(NREM) sleep and paradoxical (REM) 
sleep. 

Psychiatrists and psychologists will find some- 
thing for them in most chapters. Jacobson reports 
the outstanding studies by himself and his 
colleagues on sleepwalking. Bliss reviews the 
laboratory studies of sleep in schizophrenia and 
depression. Feinberg, in a notable paper, con- 
cludes that the hallucinations of schizophrenia 
cannot at present be related to paradoxical (REM) 
sleep but that the organic deliria and night 
wanderings most certainly can. Frequency of 
waking at night is greatest in those with dementia, 
high in simple old age and even in young adults is 
significantly correlated with degree of advance 
towards eventual senility. 

The effects of brain-stem lesions are reviewed 
by Sprague, who emphasizes that there is no 
single ‘centre’ for consciousness regulation. Kety 
tells us of the extraordinary doubling of cerebral 
blood flow in paradoxical sleep; Snyder of 
respiratory, blood-pressure and other irregulari- 
ties in the same state; while Harold Williams 
reminds readers that sleep depth looks to be an 
outmoded concept, everything depending on the 
criterion chosen. о 

Dement provides very interesting original 
material, revealing that cats show heightened 
sexual and oral activity if selectively deprived of 
paradoxical (dreaming) sleep. Lubin and Jolyon 
West describe the psychological effects of human 
sleep deprivation: impairment of skills and the 
onset of psychotic thinking (varying inversely 
with body temperature). Mirsky reports on im- 
pairments of consciousness which vigilance tasks 
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can reveal just before, during and after EEG 

epileptic paroxysms. 
In all, a useful but very expensive source book. 
IAN OSWALD 


Influences on Parent Behaviour. By Lois MEEK 
5тог7. (Pp. 355. 65s.) London: Tavistock. 
1967. 


This book reports the findings of a research 
survey carried out in Stanford, U.S.A., in 1958. 
Six experienced interviewers held a series of 
interviews with 78 parents of 111 children. The 
interviews, which were tape-recorded, were de- 
signed to elucidate the behaviour of the parents 
towards their children. Quite a wide cross-section 
of the community was covered. The outcome was 
8862 pages of typescript and this has been classi- 
fied, analysed and commented upon to make up 
the book. The basic data consist of statements, 
opinions and recollections of the parents, who 
were not actually observed in their handling of 
their children. The author recognizes that what 
the parents do and what they say they do may 
differ, but she nevertheless at times seems to lose 
sight a little of the limitations of the interview 
material. She states, for example, ‘It is possible 
...the habits and practices in a neighbourhood, 
or the atmosphere of the school the children 
attend, have subtle effects not recognized by the 
parents and therefore not reported.’ But many 
would consider this not just possible, but very 
probable, for few people can be fully aware 
of what has influenced their attitudes and 
beliefs. 

The interview material is analysed in a most 
painstaking and detailed way, and is often sub- 
jected to statistical examination. Altogether over 
21,000 statements were coded. Among these the 
number of statements of parental values, for 
example, was 4000, these being divided into 55 
subcategories. There are chapters dealing with 
things the parents consider important in the 
parental role and in child-rearing; with their 
beliefs about the effectiveness of various child- 
rearing practices; with the influence of family 
members and of different behaviour settings; and 
with the part played by “communication sources’ 
and parents’ past (including childhood) experi- 
ences. It is impossible to summarize the findings, 
but lots of interesting, and even surprising, facts 
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emerge; for instance, the high value placed upon 
religion by the fathers. 

This study has certainly produced a mass of 
information about parental attitudes and be- 
haviour. Some of it will be peculiar to the culture 
studied but much is no doubt more generally 
applicable. The book will probably be of greatest 
interest to research workers in this field, but all 
who work with, counsel or treat families will find 
in it much of interest. The author rightly observes 
(in her characteristically rather wordy way), "The 
study reported here marks only a beginning т 
delineating the influences that determine the 
family environment in which parents and children 
live and develop’, but it is an impressive begin- 
ning. Perhaps the next step will be to observe 
parents in action as well as interviewing them. 

PHILIP BARKER 


Comprehensive Texthook of Psychiatry. Elites 
by ALFRED M. FREEDMAN and HAROLD 2 
KAPLAN, assisted by HELEN 5. yip 
(Pp. xxv 1666. £9. 185.) Baltimore: 
liams & Wilkins. 1967. 

Few modern textbooks of psychiatr 


such comprehensive coverage of t 


Ы ognate to f 
aspects of the subject and 4 км preface the 


does the present volume. i from 
editors state that the book has em 8 radual 
their experiences in establishing an underg a 


and a graduate programme in psychiatry» 
that its content follows the psychiatric curriculu 
recommended by the National Board of Medica 
Examiners and the American Board of Psychology 
Jeurology- 
E^ sc See been conscious of the ан 
to deal with what they describe as à Бе 
for change’ to be found so often т American "i 
a feature which, they remark, fosters obsolesc® , 
in a technological sense and a kind of gallop ај 
faddism in intellectual life. To do this, ca В by 
upon knowledge brought to the United State a 
those well versed in British and European P'he 
chiatry. The classification used here is that 0 52). 
A.P.A. Diagnostic and Statistical Manual = 
It is not so much the differences in termino (рё 
but what similar terms signify оп either side 0 get? 
Atlantic that must be kept in mind by ге 
who adhere to the international classificato; e 
This work is divided into 11 areas of Kno“ 
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ranging from the history of the subject to fields 
related to psychiatry—the latter including brief 
accounts of clinical psychology, psychiatric social 
work and nursing. In a book of this size and scope 
the cross-references to other parts of the text are 
very useful. Their presence avoids the inclusion 
of much that would have been repetitious, and 
very likely would have added to the bulk and cost 
ofthe text. The index includes reference to authors" 
names, but the pages where their views on 
different topics are mentioned are not always 
given. 

Following a short historical survey, the next 
230 pages deal with the foundations of modern 
Psychiatry. Genetics, neurochemistry, psycho- 
pharmacology, neuroanatomy and neurophysi- 
Ology are amongst the topics. Learning, social 
communication, anthropology, sociology, experi- 
mental psychopathology are also included in this 
Section. There is a chapter on computers and 
Some of their applications to psychiatry. In 
another section there is a useful account of 
PSychoanalysis and of the theories of Adler, 
Horney, Sullivan, Jung, and Melanie Klein, to 
mention a few. The rest of the book is largely 
Clinical, dealing with psychiatric illness in every 
age-group, and with forensic psychiatry. There is 
à vast amount of up-to-date information which 
portrays the American psychiatric scene. The 
inclusion of basic biological sciences in the text 
reflects a considerable shift in emphasis in 
American psychiatry. Neurochemistry and phar- 
macology, neuroanatomy and genetics are to be 
found alongside psychoanalysis and analytical 
Psychology. All the various disciplines are set 
Out as partners, not rivals. 

It is only natural that the material in any text- 
book such as this will reflect what is generally 
accepted in its country of origin. Some reference 
Will be made to the work and views of those 
from other lands, but it would be difficult for 
€nough to be included to be fully representative 
of the contributions to psychiatric knowledge 
made elsewhere. Nevertheless, this book, which 
is of encyclopaedic proportions, will be very 
Useful for teachers and graduate students. The 
àmount of material it contains is considerable. 
The views expressed, when woven into the texture 
of British psychiatry, will help to improve com- 
munication with workers elsewhere, and perhaps 


accelerate advances in this field. 
J. G. GIBSON 


The Psychoanalytic Study of the Child, vol. 
XXII. Edited by RurH S. EISSLER, ANNA 
FREUD, EDWARD GLOVER, PHYLLIS GREEN- 
ACRE et dl. (Pp. 448. 84s.) London: Hogarth. 
1967. 


This well-known Annual deserves its usual 
welcome, for it maintains its high standard, and 
in a mixed bag of 20 papers, some clinical and 
some theoretical, manages to give an impression 
of what areas in the scene of child psychiatry are 
focal points of growth and interest—in the 
Western world at least. One such area appears to 
be the early relationship between mother and 
child. It must be one of the marks of modern 
times that what was thought of fairly simply some 
decades ago is now, in some circles at least, the 
subject of concern and debate. Some authors 
approach the topic directly, e.g. Augusta Alpert: 
'Prenursery Project: Indications and Counter- 
indications for Therapeutic Intervention in the 
Nursery via the Mother'; James A. Kleeman: 
"The Peek-a-Boo Game: Part 1. Its Origins, 
Meanings and Related Phenomena in the First 
Year’; or W. Ernest Freud: ‘Assessment of Early 
Infancy: Problems and Considerations.’ Others 
approach it less directly. A reader of Dorothy 
Burlingham’s article on ‘Developmental Con- 
siderations in the Occupations of the Blind’ will be 
left with strong convictions about the part of vision 
in building up relationships. Other writers are 
driven by the force of their own observations. For 
example, there is Melitta Sperling’s really excellent 
article on school phobias. This is a comprehen- 
sive account drawn from a wide experience of a 
great variety of cases, yet the author considers 
separation anxiety a ‘crucial issue’, the persist- 
ence of which interferes with the satisfactory 
solution of oedipal conflicts. 

From this, one might turn to Irving Shuren’s 
long and intricate paper on ‘А Contribution to 
the Metapsychology of the Pre-analytic Patient.’ 
This involves him in an attempt to delineate a 
subgroup among prospective adult patients. Dis- 
turbances in the maturation of drives and in the 
stability of the mental structure are related to the 
degree of success or failure in approaching and 
maintaining Hartmann’s concept of secondary 
ego autonomy. Attention is directed to unresolved 
separation-individuation conflicts. There is a 
long section on the theory of normal infant ego 


development. 
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Both Irving Shuren and Jeanne Lampl-de 
Groot direct attention to Rene Spitz's recent 
book The First Year of Life. It is interesting to 
read Dr Lampl-de Groot’s article on “Obstacles 
standing in the Way of Psycho-analytic Cure’ in 
conjunction with Shuren's. It gives a great im- 
pression of soundness and clinical good sense. 
She also introduces the subject of the diacritic 
and coenaesthetic modes of mental functioning 
and points out the difficulty, especially for the 
Western world, in maintaining a harmonious 
balance between the two. This article also deals 
with the interplay between mother and child and 
has reference to interplay between analyst and 
analysand. Anna Freud's article, placed first, is 
best read last. It deals in an apparently simple 
way with the topic of the internal narcissistic 
milieu of the child, and of the child as the loser 
and the lost. 

J. C. S. SYM 


Sociological Studies in the British Penal 
Services. (The Sociological Review Mono- 
graph No. 9.) Edited by PAUL HALMOS. 
(Pp. 252. 425.) University of Keele. 1965. 


As Dr Mannheim suggests in his introduction, 
British criminologists will be encouraged by the 
publication of this book to feel that at last they 
have been accepted into the sociological family. 
The list of contributors has few surprises and the 
themes are mostly familiar. There is evidence in 
one or two papers of a knowledge of penal 
services that is rather academic. However, the 
charge of lacking first-hand knowledge cannot be 
directed at the persuasive contribution of Wilkins 
on treatment evaluation nor at the insightful 
account by Spencer of therapeutic community 
methods in a prison setting. In this book, unlike 
currants in prison duff, ideas and arguments 
abound, as numerous indeed as prison rules, but 
a deal more sensible and stimulating. 

J. К. W. MORRICE 


Patienthood in the Mental Hospital. By D- J. 
Levinson and E. B. GALLAGHER. (Pp. 265. 
$5.95.) Boston: Houghton Mifflin. 1964. 
‘T tell them what I am going to say, then I say it, 

and finally I tell them what I have said’: thus a 

Scottish minister explaining the longueurs (and 

perhaps the efficacies) of his sermons. It comes to 


Book Reviews 


one’s mind just a little when reading this book. 
One has a fear that psychiatrists, largely ignorant 
of statistical methods, may be daunted also by 
the methodology. It employs factor analysis in 
sorting the results of an inventory completed by 
100 patients in the Massachusetts Mental Health 
Center. But readers should not be easily turned 
aside. 

The authors have conducted a highly sophisti- 
cated and important research inquiry ina hospi- 
tal described as one ‘that takes especial pride in 
its psychotherapeutic resources, its tolerance of 
conventionally deviant behavior, and its demo- 
cratic spirit’. They use the term ‘social role’ as à 
linking concept between personality on the one 
hand and social structure on the other. A patient $ 
stay in hospital is seen as an encounter between 
his individual personality and the social structure, 
from which his role or career evolves. There 15 
some discussion of the psychiatric hospital as a 
*quasi-bureaucratic community": а consideration 
of authoritarianism: and an analysis of the 
influence of social class on the patient's concep- 
tion of, and adaptation to, his role. А , 

Answers to the 116 questions of the Tuan id 
are grouped under three main headings: per 
constitutes an ideal hospital and an ideal pat 
(2) in what ways is this hospital good or ba setas 
me? and (3) what is wrong with me? uds 218 
tion is pursued in depth, interesting er whole 
matched by penetrating comments: timulating 
book contrives to bring together in = 3 logy 25 
and enlightening way the psychopatho E 


is i igation 
the sociology of patienthood. This investiga’ 
into the workings © 


fa therapeuti 

i iations that occur 

d into the negotia : 

patients and staff is an example of research tha 
must be pursued more vigorously 


if social 
psychiatry is to be evaluated and advanced. 


J. K. W. MORRICÉ 


Abnormal Hypnotic Phenomena: A Survey of 
Nineteenth-Century Cases. Edited by ERIC 
J. DINGWALL. Vol. I. France. By ERIC ~ 
DINGWALL. (Pp. 328. 4 plates. 50s.) Vol 
Belgium, The Netherlands, Germany an 4 
Scandinavia. Ву G. Zoran, L. MOSER о 
E. BIELFVENSTAM. (Pp. 256. 4 plates: 505 
London: Churchill. 1968. 


Fear of being tainted by the occult det 
many potential students of mesmerism, 
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though used in medical treatment and as an 
anaesthetic—with outstanding success by the 
Scots surgeon Esdaile—was linked with para- 
normal phenomena, such as telepathy and clair- 
voyance, alleged to occur in many somnambules. 
To fill the resulting gap in the literature of 19th 
century hypnotism is the avowed aim of these 
volumes. 

Writing at the end of that century, Albert Moll 
C Hypnotism’, London, 1906) in defending the 
examination of the inexplicable, said that all 
great steps in science had been made by someone 
with the courage to contest existing views and 
to risk ridicule, while the indifference of science 
had always been the mainstay of charlatanism. 
He cited with approval, as at least ben trovato, 
Delbeeuf’s story that Darwin had a bassoon 
played for days near some planted beans to test 
the alleged influence of music on plant 
growth, 

As regards, however, these 19th century 
experiments, Moll found none, except for those of 
Guthrie and Birchall in telepathy, published by 
SPR, worthy of serious consideration, and such 
Statements are indeed very frequent in these 
volumes, beginning in volume 1, р. 1, with a 
quotation from F. W. H. Myers (1888): ‘these 
Somewhat antiquated records. . . can hardly carry 
much independent weight’, and continuing with 
Many a reference to the pitifully inadequate 
Conditions of experimentation. Yet, for example, 
12 pages are devoted to the eyeless vision of 
Prudence Bernard, though Braid left her meeting 
immediately his proposal to effect a simple 
Improvement in the blindfold was rejected. Morin 
(1807-88) is quoted regarding the early use of 
Codes involving words (or changes in breathing or 
posture) to simulate ESP. 

The evidence for thinking that if paranormal 
phenomena occur at all they should do so more 
(or less?) often in hypnosis than in other states 15 
Scarcely considered, but the fact that many of 
these somnambules were hysterics, anxious to 


please the mesmerist, is mentioned as—frequently 
—is Moll’s suggestion that the greatly increased 
sensory acuity of some hypnotized subjects might 
explain some alleged examples of ESP. 

Moll (‘Hypnotism’) writes that while mes- 
merists sometimes called the magnetic state in 
which, for example, clairvoyance was said to 
occur, ‘somnambulism’, this term was applied 
also to one of Charcot’s stages, in Nancy to 
hypnosis, if followed by post-hypnotic amnesia, 
and to spontaneous sleepwalking. It is often far 
from clear in these two volumes in which sense 
the authors use ‘somnambulism’—or for that 
matter ‘clairvoyance’, which, as defined by Moll 
as the perception of things distant in time or in 
space (while inaccessible to normal vision), was 
accepted by Braid at least at first, and by Schopen- 
hauer. In this century Pierre Janet (and, one may 
add, J. B. S. Haldane, among others) accepted 
telepathy. Other views mentioned are those of 
Laénnec, Megendie, Reil, Gilles de la Tourette 
and Gilbert Murray. Of the present authors, 
Dingwall and Zorab suspend judgement on the 
19th century reports, but L. Moser does not 
hesitate to claim that in 1828 a German ‘seeress’ 
effected, through catharsis and transference, the 
cure of schizophrenia by spiritual healing at a 
distance. None of the four authors, it seems, is 
medically qualified. 

The translations are excellent. There is a mis- 
take in a French quotation (vol. т, p. 20) and in 
English spelling (vol. п, p. 105). Braid, son of a 
Fife laird, was not an ‘English physician’ (vol. п, 
р: 174). 

The similar volume ur on Russia, Poland, 
Italy, Spain, Portugal and Latin America by 
L. Zielinski, L. Leppo and E. J. Dingwall, and 
volume tv by the latter and Allan Angoff on the 
United States of America and Great Britain, sell 
at 50s. each, but the four volumes can be ordered 
together for £8. All are sponsored by The Para- 


psychology Foundation Inc., New York. 
A. F. MCLEAN 
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The theme of Electra and Orestes: a contribution to the 
psychopathology of matricide* " 


Ву L. H. RUBINSTEIN} 


The saga of Tantalus and his progeny, 
which is full of all forms of incest and of 
murder of parents, children and siblings, was 
first reviewed in the light of psychoanalysis by 
Rank (1912) in his book on the incest motif in 
literature and myth. He devoted particular 
attention to the later episodes, 
not only for psychological reasons but also because 
the murder of Clytemnestra and the subsequent 
suffering of Orestes provided Greek art with the 


, material for the most varied representations. 


The stimulus for the present paper came 
from two similar sources: from the analysis of 
а girl’s compulsion to kill her mother, and 
from the impact of consecutive performances 
ОГ the Oresteia by Aeschylus and of O’Neill’s 
Mourning becomes Electra at the Old Vic. In 
this attempt to compare the treatment of the 
Same subject by different authors I have con- 
Centrated more on the modern versions, since 
the Greek tragedies are well known and have 

een reviewed repeatedly (see, for example, 

ein, 1954), 

I may also be brief about an Oresteia, 
Which is closer to the modern than to the 
classica] ones, because it is so familiar and also 

ecause it has been fully analysed by Jones 
(1910, 1923, 1948, 1949) and Rank (1912): I 
ОЁ course, speaking of Hamlet. Shake- 
eons version of the Nordic saga reflects the 
Pirit of humanism. Whereas Aeschylus and 
9Phocles accept the authority and the re- 
Ponsibility of the Gods, and leave but little 
“tng for personal scruples, it was the merit of 
Bete to introduce conscience and the 
ha of guilt. His Electra, although lacking 
Ме оп the Chairman's Address to the 
So ical Section of the British Psychological 
ciety, 1964. 
37 Ferncroft Avenue, London, N.W. 3. 
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the archaic force of Aeschylus and the clas- 
sical form of Sophocles, can be considered not 
only the first naturalistic Oresteia but also the 
first one imbued by humanism. Thus, one 
could regard Shakespeare as a closer successor 
to Euripides than to the other Greek dramatists. 
Hamlet is entirely the drama of a mind tortured 
by conscience and internal conflict. 

It was Freud who revealed the oedipal 
aspect of Hamlet in a footnote to the first 
edition of the ‘Interpretation of Dreams’ 
(1900). Following this indication, Jones dealt 
mainly with parricide; but in his monograph 
Hamlet and Oedipus (1949) he devoted a chap- 
ter to matricide, in which he mentioned a 
French study by Dugit (1889), who seems to 
have been the first to compare Hamlet to 
Orestes and to conclude that ‘the story of 
Hamlet is in reality only that of Orestes under 
another name and in another land’. Jones also 
quoted Murray who, in his detailed study 
Hamlet and Orestes (1914), found that there 
was no historical connexion between the two 
traditions, but that there could be some 
original connexion between the myths on 
which dramas are ultimately based. Jones then 
discussed Wertham's (1941 a, b) case history 
of a youth who had killed his mother, and in 
whom the author was unable to find any 
evidence of hostility against his father. Not 
making any allowance for the displacement of 
unconscious father rivalry on to the mother’s 
lover, Wertham postulated that ‘excessive 
attachment toward the mother can be trans- 
formed directly into a violent hostility towards 
her’, and he designated ‘this variety of parent 
complex which centres on the mother as Orestes 
complex’. Jones maintained that ‘matricidal 
impulses always prove to emanate from the 
Oedipus complex of which they are one facet, 
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or for which they are an attempted solution’. 
However, one may fairly say in retrospect that 
if Jones had started his research on Hamlet at a 
later date, he would certainly not have hesi- 
tated to accept the statement that matricidal 
impulses may stem from pre-oedipal ambi- 
valence as well. 

In recent years the work of Williams (1964) 

with murderers, whose victims were in most 
cases clearly mother-figures, has demonstrated 
the relevance of pregenital and pre-oedipal 
material. On the other hand, we may nowadays 
tend to overlook the importance of genital and 
oedipal impulses and fantasies when they find 
expression in regressive form. One of my 
patients, an adolescent with schizoid traits who 
had at puberty attempted to kill his mother 
in her sleep, felt murderous impulses when 
women, whom he had adopted as mother 
substitutes, showed affection for men nearer 
their own age, or when young girls tempted 
him to sexual activities for which he felt 
guilty; they had to suffer as scapegoats for his 
own forbidden and projected desires. His 
sadistic fantasies were derived from identifica- 
tion with his father, who had in reality ill- 
treated and eventually deserted his mother, as 
well as from his reaction against continued 
pre-oedipal dependence on her. 

This twofold motivation for matricide is in 
line with the views expressed by Lindner (1948) 
and Friedman & Gassel (1951). Lindner stres- 
sed the importance of pre-oedipal ambivalence 
in addition to incestuous impulses. Friedman 
& Gassel interpreted the murder of Clytem- 
nestra as a symbolic act of intercourse on the 
one hand, on the other asa complete repudia- 
tion of the mother. Bunker (1944) adduced 
various versions of the Joseph and Potiphar 
story and the legend of Alcmaeon, yet another 
matricidal avenger of his father, in order to 
prove the fundamental identity of Orestes and 
Hamlet (the actual and the potential matricide) 
with Oedipus, who had to kill not only his 
father but also the Sphinx—' a highly disguised 
(phallic) mother representative’—before gain- 
ing possession of his mother. In Bunker’s 
view matricide is primarily a regressive sub- 
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stitute for incest. Kanzer (1948) considered 
Dostoyevsky's matricidal impulses partiy 
oedipal, partly pre-oedipal in the sense of es 
regression and frustration; in his view vol 
cide is primarily a substitute for anda (€ 
against parricide. Similarly, loe Mab 
(196 1)laid the main emphasis on the parric i 
wish in Orestes being ‘shifted, displaced oe 
projected on to the mother’; but she меи 
for the frustration of pre-oedipal wis : 
Dracoulides (1952), on the other hand, панз 
Orestes' lack of father rivalry, which he ved 
buted to an early pre-oedipal En wt 
Oliveira (1956) viewed the арата pa 
elaboration of the early infantile wem dbi 
lationship, and placed the maim (ee Ed 
destructive fantasies. Fingarette (19 5 ration 
Orestes’ matricide nothing but а li = ке 
from libidinal attachment to the mot 
from childhood dependence. clusively 
Most of these papers dealt ex Eu. 
with the motivations for a son's al her 
seems as if a daughter's impulse to simple 
mother was considered to present ога 
problem attributable to stralg 
oedipal rivalry. Rank (1912) ое rectra, the 
The real nurturess of the vengeance 15 agains t 
daughter who bears a deadly ee а beloved 
mother on account of the murder о Jin her hant" 
father. Her brother Orestesis but a too nologie? 
This leads me back to the oo and 
development of the theme of Е ntroduce a 
Orestes; but first I shall briefly pn Jectra 
present-day Electra—fortunately nd vi o did 
whose father had not been killed a : very 
not kill her mother except in ap Pa ел5 
intelligent and perceptive girl in tof an cut? 
sought psychoanalysis on meom after pr 
depression which had developed 5 ; that sh 
first occurrence of obsessive thoug ing 
had to kill her mother, mostly by ep 
The girl's childhood was m pet 
very happy, especially her wore s 
first child, much longed for by sen she ^ 
reactionsto the birth of a brother, isi o 0 
about three years old, had taken : with И 
persistent tomboyishness, combin guide an 
tendency to become her brother 5 
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mentor. À strong attachment to her father was 
balanced by idealization of her beautiful 
mother—until, in early adolescence, the girl 
discovered her mother's marital infidelity. 
After the first shock had worn off, the mother 
got into the habit of turning to the daughter as 
her confidante, which the girl came to tolerate 
with mixed feelings of vicarious sexual grati- 
fication and guilt in relation to her father. It 
was only several years later that the parents 
decided on a separation, largely upon the 
insistence of their son, who, in his oedipal 
disappointment, took his father’s side much 
more strongly than the rather tolerant father 
himself. The daughter’s breakdown occurred 
after her first visit to her mother, who had 
Teturned to her native country. 
Interpretations of her marked oedipal 
wishes, of her despair of being successful in 
any rivalry with her mother, of her jealousy of 
the brother and of her penis envy were all more 
9r less readily accepted. It became clear how 
She had come to assume the masculine role in 
her fantasies of punishing the unfaithful 
Mother, which also symbolized—as well as 
defended against—a sadistic sexual relation- 
m : However, the matricidal thoughts re- 
a ed their strength until she tried once 
ват to recall when they had first appeared. 
"a then remembered that, whilst she had 
comf to her mother with the intention of 
Паре zr her in her loneliness, she had 
night felt in great need for comfort. At 
eun she had a strong urge to creep into her 
Seis bed in order to be close to her and to 
s "pes like a small child. It was then that 
Mother, enly felt she ought to shoot her 
unguis compulsion could thus be more fully 
casa as a defence against regression to 
isa ipal desires which had met a major 
нь after the birth of her brother. 
e Pl was re-experienced later on when 
cep = Out that her mother had lovers. The 
mot as viction that she could never regain her 
ate sy de exclusive love resulted in an | 
their Ppression of her passive longings an in 
reversal into active homosexual wishes, 
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which were in turn repressed and absorbed in 
the conscious compulsion to kill her mother. 

Once these connexions had been analysed, 
the troublesome thoughts would only recur in 
a milder form; and on each occasion she could 
realize on her own that they had been preceded 
by a longing for her mother. At the same time 
the girl became able to adopt and to enjoy a 
more feminine attitude and behaviour, much 
to the surprise and pleasure of her mother, 
whom she could eventually meet without any 
ill effects. 

The increasing importance of the role of 
Electra is perhaps the most remarkable de- 
velopment that one can discern in reviewing 
the various Oresteias. With Aeschylus, it is 
Orestes who holds the stage almost through- 
out the second and the third parts of the 
trilogy, from his return to Argos up to his 
acquittal by the Athenian court. Although 
Electra and Orestes are equally determined to 
kill their mother as well as her lover, and 
although their scruples regarding the matri- 
cide are equally transient, it is Orestes alone 
who confronts Clytemnestra, whereas Electra 
has disappeared from the scene for good. 
With Sophocles and Euripides, the ‘Oresteia’ 
is transformed into ‘Electra’, not only in the 
title of the tragedy but also in the relative 
importance of the protagonists. Sophocles 
accords to Electra the great scene of con- 
frontation with her mother, and the lament for 
her brother when Orestes is supposed to have 
died. It is Electra who then resolves to take 
her own, after having in vain 
Ip of her younger sister Chryso- 
themis; and Electra participates in the final 
triumph of Orestes. Neither shows any doubt 


or hesitation in Sophocles" account, except 
once when Electra admits shame at insulting 
her mother, which is forced on her despite 
herself; and the drama ends without any hint 
of subsequent punishment. In marked con- 
trast to this, Aeschylus lets the Furies appear 
before Orestes’ eyes, and Euripides foretells 
that persecution and exile have to precede 
eventual acquittal. However, here too there is 
an important difference in the concept of guilt. 
7-2 


vengeance on 
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When the Orestes ofAeschylus begins to feel the 
grip on his wits weakening and to experience 
terror at his deed, he hastens to declare himself 
free from sin while still in his right mind. With 
Euripides, Electra takes a most active part in 
the matricide: she devises the trap for Clytem- 
nestra; she dispels the severe scruples against 
matricide which arise in Orestes and, having 
weakened at the very end and let her own sword 
drop, she still touches her brother's sword, her 
hand next to his; but immediately after the 
murder both Electra and Orestes experience 
poignant remorse and communicate their for- 
mer love for their mother. 

Tracing the gradual ascendancy of Electra, 
one may at first feel surprise at her complete 
absence from the side of Shakespeare's 
Orestes: Hamlet has no sisters. Searching for 
Sister substitutes, one soon enough finds 
Ophelia. Her precursor in the Nordic sagas 
was, according to Murray (1914), Hamlet's 
foster-sister and mistress, and she helped him, 
much as Electra assisted Orestes. Ophelia, 
however, tries to win Hamlet back to a normal 
existence, acting more as Chrysothemis did in 
relation to the Electra of Sophocles. Where, 
then, can we find Electra—if not perhaps 
within Hamlet himself? Approaching Shake- 
Speare straight from Euripides, one can hear 
the dialogue between Orestes and Electra 
transformed into monologue when Hamlet, on 
the way to his mother, resolves to *speak 
daggers to her, but use none’, 

Hofmannsthal, in his version of the tragedy 
for the opera by Richard Strauss, achieved the 
apotheosis of Electra through the poetic and 
dramatic force he instilled into her part. 
Although his action follows in the main the 
model of Sophocles, Hofmannsthal allots a 
much smaller part to Orestes, smaller even 
than that given to Electra by Aeschylus. Thus 
Electra was bound to carry the main burden of 
guilt; and the problem of howto shoulder itand 
yet to survive was perhaps the deepest reason 
Why the author had to let her die at the climax 
of her triumphal dance. Here one may detect 
an echo of the lines given to Electra by Euri- 
pides: “І cried for dancing of old, I cried in 
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my heart for love: what dancing waiteth me 
now? In Hofmannsthal's text she declaims: 
"Love kills! But no one departs who has not 
known love!" The love that kills is incestuous 
love: Electra’s love for her father to whom she 
had sacrificed her femininity, as well as her 
love-hate for her mother. di 
The child's love for the mother, to whic 
Clytemnestra appeals in vain in all pe 
classical dramas, weighs heavily on both Ter 
children after the matricide in Euripides 
version. Hofmannsthal’s Electra. чав 
nothing but hate for her mother. Yet, it 15 Fa 
this author that one can for the first p^ н 
fairly clear indications of a pace it 
Electra. (A few years later, in Helena LA o! * 
Verhaeren (1912) presented Electra as sine 
love with ‘the beautiful Helen’—her нуво" 
sister.) In her attempt to persuade lect 
themis to become her accomplice, dent 
addresses her with the words of apri 
lover. Praising her younger aee squeeze 
strength, Electra tells her: ‘You cou ie armi 
to death whomever you attract. In y 
you could smother me, or a man. ples het 
It is Electra’s masculinity that епа, 5 
even though her arms are ‘sad an 
from prolonged deprivation, to ¥ 
axe with which Agamemnon had i 
and which she now wants to bein oes in 
After the recognition scene, she eee ing the 
raptures at the prospect of at least ra o ip 
axe to her brother. Yet she forgets cries OF 
the haste of the final action, and she the axe 
‘I have not been able to give him incide? 
There are no Gods in heaven! Th inventio?" 
and its impact are Hofmannsthal 5 » E 
At the beginning of Euripides he same x 
vows to slay her mother ‘with t ie " 
that slew my father’; but at the ia Ње А 
quite content with a sword. e mf af p 
tempted to speculate on Ho em, 
motive for this new twist to an А ресі? 4 
There was no need to етра oe s 
desire for active vengeance any pa that ri 
he was too subtle a poet to m Sd m 
weapon for the revenge had to be t 4 an” 
that used for the original crime, in t 
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of the 19th century authors of the German 
tragedies of fate’. Yet he may have wished to 
attribute this desire to Electra, a desire for 
magic symbolism. However, one may well 
assume that Hofmannsthal, writing Electra in 
1906, i.e. a few years after the publication of 
Interpretation of Dreams’, was influenced by 
Psychoanalytic symbolism. Only in this light 
can one fully understand Electra’s despair at 
Seeing the vengeance fulfilled through her 
brother's sword in place of the axe that she had 
Wished to use herself: this ultimate defeat, 
Significantly caused by aslip of her own, set the 
Seal on all the humiliations she had to endure 
as а helpless woman. Some remarks in Hof- 
mannsthal’s correspondence with his younger 
friend Burckhardt (Hofmannsthal & Burck- 
hardt, 1956) show that the poet recognized the 
far-reaching influence of Freud’s work, al- 
though he expressed this at that time (1924) in 
а Somewhat defensive and ironical manner, 
and showed more sympathy with Jung towards 
the end of his life (1929). Whatever the sources 
of Hofmannsthal’s conception of Electra may 
have been, psychoanalysts value unconscious 
Confirmations found in works of art much 
More than conscious efforts to illustrate 
PSychoanalytic notions, such as the works of 
many Surrealists, 
" his aspect has to be considered more 
ЧПУ When one approaches the greatest of the 
om Oresteias, Mourning becomes Electra 
пр Eugene O'Neill, written in 1929-31, since 
ere is no doubt that this writer was directly 
anda deeply influenced by psychoanalysis. It 
арреагѕ to have first reached him at the same 
time as the first stimulus to assimilate the 
cPirit of Greek culture. In 1916 at the age of 27, 
n еШ joined a group of writers who aimed at 
revival of the theatre, inspired by classical 
hr Two of the group’s founders had just 
c Bed what they called their ‘Freudian 
M ме d entitled Suppressed Desires. It was 
ПУ 10 years later that O'Neill wrote a play in 
feu the secret thoughts of the characters are 
on alized ‘with no regard for the ordinary 
in “Ventions of the theatre or of normal social 
tercourse? (Clark, 1929, О'МеШ first 
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biographer). Before writing Strange Interlude 
O’Neill had read a few of Freud’s works, and 
he had just had a brief course of analytic treat- 
ment for alcoholism. To charges of conscious 
psychoanalytical writing, O’Neill replied: 
Although the play is full of psychoanalytical ideas, 
still these same ideas are age-old and any artist who 
wasa good psychologist could have written Strange 
Interlude without ever having heard of Freud, 
Jung, Adler & Co... 

A few years earlier, on the subject of Desire 
under the Elms, O’Neill had said: 
Ihaveanenormous respect for the work of Freud— 
but I am not addicted to it. Whatever there may be 
Freudian in it, it must have marched in across my 
unconscious. 

This statement has been confirmed by 
Weissman (1957) in a detailed analytic com- 
parison of Desire under the Elms with Long 
Day’s Journey into Night. He concluded that 
both plays deal with roughly the same period 
in O’Neill’s life, and that the latter (written in 
1940) is a conscious autobiographical drama, 
whereas Desire under the Elms (written in 
1924) is genuinely unconscious autobiography. 

Already whilst working on Strange Interlude 
O’Neill conceived the plan for his ‘Electra’; 
he noted in his work diary that he might write 
a ‘modern psychological drama using one of 
the old legend plots of Greek tragedy’. The 
problem of getting ‘a modern psychological 
approximation of the Greek sense of fate’ led 
O'Neill to substitute for the Furies and the 
avenging Gods ‘the Puritan conviction of man 
born to sin and punishment’. He would also 
‘throw in some of the tenets of Freud, the 
enemy of Puritanism’; and he would have his 
characters trapped psychologically, USIDE the 
Freudian concept that the relationships of 
adulthood are predetermined by unconscious 
oedipal strivings. Two years later, in 1928, he 
decided that the story of Electra would be the 
best suited to his intentions, and he jotted 
down the following preliminary notes: 

Electra adores father, devoted to brother (who 
resembles father), hates mother—Orestes adores 
mother, devoted to sister (whose face resembles 
that of mother) hates father—Agamemnon, 
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frustrated in his love for Clytemnestra, adores 
daughter Electra (who resembles mother), hates 
and is jealous of his son Orestes—etc.—elaborate 
this symbol of family resemblances and identifica- 
tions (as visible sign of family fate)—make use of 
masks (?) 


This outline of an oedipal schema appears 
rather naive; but one comes to admire the 
artistic mastery of the author even more when 
comparing the final text with the didactic 
sketch. Then one can also see that O'Neill did 
not restrict himself to his limited knowledge of 
psychoanalysis, nor to simple identifications. 
Lavinia, the heroine, appears straight-laced 
and dressed in Puritan black from the begin- 
ning of the drama throughout the first two 
parts of the trilogy, constructed according to 
the model of Aeschylus, and again at the end 
after her brother Orin's suicide. At the be- 
ginning of the third part, however, when sister 
and brother return from their voyage to the 
“Blessed Islands’, where the natives possess the 
secret of happiness because they were never 
told love could be a sin, she appears dressed in 
the green that was her mother's favourite 
colour; and she now resembles her in every- 
thing, not only in face and hair colour, but also 
in bearing and feminine grace. This trans- 
formation and its final sudden reversal are, of 
course, not at all naturalistic; but their drama- 
tic impact is based on a sense of psychological 
truth: the realization of Lavinia's conflicting 
feminine and masculine identifications. 

Furthermore, O'Neill conveys clearly that 
Lavinia's hatred for her mother, due to her 
oedipal love for her father and to its displace- 
ment on her mother's lover, is based on pre- 
oedipal ambivalence towards a mother who 
had frustrated her needs for love since her very 
birth, because she herself had felt frustrated and 
humiliated by her husband. Orin is shown as 
having remained attached to his mother in a 
rather infantile manner. Even his incestuous 
approaches to Lavinia appear motivated by 
an imitative attempt at masculine identifica- 
tion, and mainly by his need to retain the sister 
in place of a comforting mother. These marked 
accents on the pre-oedipal desires of his main 
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characters must have come from O'Neill's 
intuition and personal experience, and not 
from his reading of psychoanalytic literature in 
which these aspects were not yet sufficiently 
developed at the time when this ' Electra’ was 
written. On the other hand, it is now known 
that O'Neill had already read ‘Beyond the 
Pleasure Principle’ (an English translation d" 
which appeared in New York in 1924) when d 
wrote Strange Interlude (Bowen, 1960); me 
one can hear echoes of the battle betwee 
Eros and Thanatos in his subsequent works; 
Yet, one must add that the theme of life e 
death had been deeply impressed on O Nei 
mind since early childhood. 

Weissman (1960, 1965) also expresses s 
opinion that O'Neill anticipated rapa i 
choanalytic concepts, but he паг о object 
ing and introjection of ће lost си iet 
However, O'Neill does not appear t pa Tat 
Lavinia’s identification with her mother m 
sense. Hetries to show that it perp ae а 
all along, though suppressed an - of both 
become overt only after the deat 

ts. | 
P ue Hofmannsthal, whose Electra 
garded as the only modern verse Fa 
was both truly poetic and дгатано 
gave to his Electra ‘a tragic endin 4 
her character’. Besides, this Electr?» than 2) 


i d in guilt e 
stronger and more "c uei 5 more sev 


ће ге” 


of her precursors, had to ай mos 
fate than this Orestes, the ње suicide 
morbid ofall. Whereas Orin escapes? imila" 


; 5 
half-pushed into it by his sister, = * asse 
way to their mother, Lavinia pem 
judgement on herself and locks E 
the ancestral mansion until the ia 
days—alone with her dead. Yet he 


decisi? 
fpe p 

о р 

does not result from an acceptance oul 


E 
guilt alone, but also from a ors ney 
dering of all the accumulated 8 $ в 
family. Translated into the fpc 4 wi 
psychiatry, this ending looks | ch 


: ia. In P92. 
drawal into chronic melancholia. : olita") 
analytic terms, this seclusion је ap? ret 
convent by the Electra of Puritan!’ |, ай 


du^ e 
to come from the realization that 5 
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all more deeply identified with her father than 
with her mother, at least in her severe super- 
€go. The general, Ezra Mannon, who was 
ready to sacrifice his son as a war hero, in a 
close analogy to Agamemnon, who incurred 
Clytemnestra's wrath for having sacrificed 
their daughter Iphigenia, is a symbol of death; 
Whereas Christine, like Clytemnestra, is the 
Buardian of the maternal principle, at least in 
relation to her son, the defender of the rights 
of sexuality, and generally a symbol of Eros. 

Melanie Klein's concluding remarks in her 
Paper on the Oresteia (published posthu- 
Mously in 1963) refer primarily to Aeschylus, 
but can be applied to O'Neill as well: 


The creative artist makes full use of symbols; and 
P More they serve to express the conflicts between 
fine and hate, between destructiveness and repara- 

. Чоп, between life and death instincts, the more they 
а universal form. . . The dramatist's сара- 
h У to transfer some of these universal symbols into 
oh of his characters, and at the same time 
of Wis € them into real people, is one of the aspects 

5 greatness, 


O"Neill's characters are real people not only 

Y virtue of the artist's empathy and creativity, 
m also in a very literal sense. He appears to 
Ye succeeded in fusing the legendary figures 
traits Рес of his own life. This elucidates the 
Classi in which his characters differ from the 
„5 са] models. Weissman (1957) refers to 
еШ alternating between rebellion against 

ee Submission to his father, as well as to his 
Grote though ambivalent, identifica- 
ES his mother. This could explain why 
rn unable to attain the stature and the 
ate val salvation of Orestes, and why his 
wi es bound to be that of ‘dying together 
Orin "5 mother (cf. Jones, 1911, 1912). Yet. 
эму „Гергевепіѕ but one facet of Eugene 
“ill; the forceful and doggedly persistent 
is character is protrayed by Lavinia. 
& Gelb (1960), O'Neil's latest bio- 


e 


Sh > 1 
Own * Pad conceived it, the legend fitted into his 


‘yn Specific frame of reference. Lavinia (here а 
) loses 


о P . 
in pac representation of O'Neill himself 
Succession (and in the same order as 
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O'Neill) first her father, then her mother, then her 
brother. . . Although Lavinia is a woman, she is in 
many ways one of the most revealing characters 
O'Neill ever created, and her final speech is one of 
the most soul-baring O'Neill ever wrote; it 
incorporates both his consuming preoccupation 
with theact of suicide and his mordant belief in the 
inevitability ofaneven crueller self-punishment... 
With uncanny insight and foresight, he proceeded 
through Lavinia (at a time when he was ostensibly 
at the height of personal peace and happiness) to 
forecast his own last years of life: * ГИ never go out 
to see anyone. ..ГИ live alone with the dead, and 
keep their secrets, and let them hound me, until 
the curseis paid out and the last Mannonislet die!” 


Some eight years later, O’Neill withdrew 
into years of seclusion in his home; but he still 
found the strength to reveal some of his family's 
secrets in his last plays. His retirement was 
caused by chronic organic disease; but there is 
no doubt that depression played a large part. 

One can find a striking analogy between the 
end of O'Neill's Electra and that of Sartre's 
Orestes, although the two writers approach the 
subject from very different points of view. 
O'Neill's is psychological, whereas Sartre's 
principal aim in The Flies (1943) appears to be 
that of expounding his philosophy. Further- 
more, with Sartre the stature of Electra wanes 
whilst that of Orestes waxes. At the beginning 
of the play it is Electra who tries to kindle the 
spirit of vengeance in Orestes, who, con- 
sciously, still wishes to find the happiness of 
youth; yet, as soon as he achieves his existen- 
tialist liberation and braces himself to the deed, 
she reveals herself as a little girl who is afraid 
of realizing her dreams. It is she who shrinks 
from matricide after having helped Orestes to 
kill Aegisthus, here shown as a man who has 
tired of his existence and who attains a certain 
grandeur in his acceptance of death. Electra is 
panic-stricken after Orestes has killed Clytem- 
nestra on his own, and she submits to the 
Flies (Furies) and to the superstitions of the 
populace. | ae 

This outcome is the more surprising as 
Sartre, like O'Neill, has indicated how much 
Electra resembles her mother. In addition, 
Electra had on her own dared to challenge not 
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only Aegisthus, but also Jupiter, ie. the 
alliance between a dictatorship and a religion 
falsified in order to exploit the human sense of 
guilt. The Flies, written at the time of the Ger- 
man occupation and Marshal Pétain, is 
obviously a political as well as a philosophical 
parable. From the first point of view, it is 
Electra who raises the call for resistance; but 
if she fails and leaves the victory to Orestes, it 
is because Sartre wants to show that complete 
liberation requires a deed. His Orestes does 
not flee from the Furies—he makes the Flies 
follow his lead and disappears with them for- 
ever, in the same way as the Pied Piper frees 
the town from the rats—and as O'Neill's 
Electra imprisons herself in the family mansion 
together with her ghosts. In contrast to her, 
Sartre's Orestes does not accept a personal 
guilt; like her, he takes the universal guilt 
upon himself. It is this voluntary acceptance of 
therole ofthe Scapegoat which gives the ending 
of the dramas by O'Neill and Sartre an effect of 
profound emotional catharsis, akin to that of 
Greek tragedy. 

O'Neill gave the part of the tragic hero to 
Electra, Sartre to Orestes. His Electra, the 
young person who touches us by her human 
frailty, Corresponds to O'Neill's Orestes. One 
can say that Sartre has followed the general 
conception of Aeschylus. The hero of the 
first known Oresteia is Orestes, whose crime 
and trial lead to the transformation of the 
Furies into Eumenides, and to the establish- 
ment of Areopagus, a court based on an 
enlightened religion in place of archaic retribu- 
tion. In a similar manner, Sartre has given us 
an Orestes who becomes an existentialist 
saviour. 

The Electra by Giraudoux, published in 1937, 
mid-way between O'Neill and Sartre, is 
imbued with poetic irony and a serenely re- 

signed humanism. The Gods are neither the 
powerful masters of the ancient Greeks, nor 
Sartre's opportunistic politicians, but simply 
superior beings who are сана to the 
human predicament. Giraudoux's Aegisthusis, 
like Sartre's, a sceptical opportunist; but 
towards the end he too ‘declares himself’ and 
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he proclaims his admiration for Electra’s 
integrity. : 

With psychological insight, Giraudoux points 
out Electra's oedipal attachment to her father 
when she accepts Aegisthus’ reproach that she 
mourns him like a wife, not like a daughter, 
and when she reveals her wish to take their 
mother's place in relation to Orestes. More- 
over, Giraudoux lets Electra admit her love as 
well as her hate for Clytemnestra. In one short 
Scene, onecan discern her marked ambivalence 
and her conflicting identifications: on one 
hand, the daughter's identification with her 
mother; on the other, the repression of her 
femininity and the desire to feel wholly identi- 
fied with her father. 

The notion that Electra's maternal love for 
Orestes was a reaction against jealousy of her 
younger brother is developed in a continuous 
argument between Electra and Clytemnestra: 
the girl blames her mother for having let 
Orestes fall from her arms; the mother 
accuses the daughter of having deliberately 
pushed the baby. The Beggar, here the repre- 
sentative of the Chorus, seems to defen 
Electra; but he indicates at the same time that 
this sign of ‘fraternity’ is the foreboding that 
she will kill Orestes, or at least his innocence 
and happiness, by her insistence on truth and 
justice. With Giraudoux, as with Hofmanns- 
thal and O'Neill, Electra maintains the lead. 

This is also the case in Yourcenar's Electr? 
written in 1944, and published in 1954, On th€ 
model of Euripides, Electra is presented as the 
virginal wife of a poor peasant, and she CO" 
ceives the plan how to trap the victims. ^ 
first there are no surprises in Yourcenar's РУ: 
even the return of Orestes has been p 
arranged. Pylades, however, plays a very di 
ferent and much more important part H 
usual. Besides being the faithful friend ? Е 
helping Electra т dispelling Orestes' scrup ily 
he serves his own interests and eventu y 
reveals himself as a double agent: the mo е 
given liberally to Orestes has all along pe 
from the purse of Aegisthus. The latter Jm 
or less the villain of all the other Of? jx 
assumes in this version the role of 4^ 


| 
| The theme of Electra and Orestes 


d Orestes is in fact his son; Aegisthus 
ned. | emnestra had to kill Agamemnon in 
ois oo their child; they had to pre- 
neal Ir secret in order to safeguard his 
eas Ке the throne; finally, Aegisthus 
from his ectra of having removed Orestes 
т а because she was jealous of the 
Whilst E] rother whose origin she had guessed. 
shiek defend herself 
"ин 15 accusation, she begins to suspect 
of the ^e. have had an unconscious notion 
adjust hims Le finds it impossible to 
identity ior to the sudden confusion of his 
bene is identifications. Having suffered 
is eee the burden of having to avenge 
Soldier = father, feeling like *a young 
Sind | © had to carry the weight of a dead 
Orced cai battle’, he has no wish to be 
` Ще ver resemble yet another man. It is at 
dn ini moment when his real father places 
Strikes oa his shoulder that Orestes 
lectra Vd Hs, ри. and he escapes with 
linkeq ylades, exclaiming: ‘Now we are 
Sister’s sh. alone . . . free... support me . . .the 
TOther oulder. . .thefriend'sarm. . .Іат the 

А h of Electra!’ 
tye of this Orestes is quite different 
Apparent d Sartre's triumphant hero. His 
ather to ü eration is but a flight from the 
Substitutes: two persons who act as mother- 
Maternal w; the sister who loved him in a 
dim in exil ay, and the friend who had nursed 
a lover of € and who was called by Aegisthus 
youths’. Like Pylades, who betrays 
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Aegisthus out of hatred for the man who 
employed him, Orestes rebels against depen- 
dence on the father; but what he rejects above 
all, what provokes the murder, is the father’s 
possessive love. The parricide of this Orestes is 
not so much the outcome of the positive 
Oedipus complex as a reaction against the 
negative one. Out of fear of passive submission 
to the father, he has to regress to pre-oedipal 
dependence on the mother. 

In Richardson’s The Prodigal (1960) Orestes 
is once again the protagonist, and, as in The 
Flies, he is both older and more mature than 
Electra. She is wholly devoted to her father 
and longs for revenge. Orestes, however, re- 
mains completely detached and only wishes to 
find and fulfil himself. He is free from all 
illusions and despises Agamemnon’s heroic 
ideals as much as Aegisthus’ humbler aspira- 
tions. At the end he is driven to assume the 
role of his father’s avenger by the combined 
force of Electra’s expectation and society’s 
convention. Despite his eventual failure, this 
Orestes represents the post-war generation 
who strive to avoid the errors of their pre- 
decessors and whom, in the view of Weissman 
(1960), a more enlightened education has freed 
from blind ties to their parents. 

Different generations, different cultures and 
climates of opinion, and different artistic 
sensibilities have played variations on the 
theme of Electra and Orestes. There have been 
more than I could review, and one can safely 
predict that there will be more to come. 
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Anorexia nervosa 


By ALAN GOODSITT* 


22d (1874) and Laségue (1873), working 
Gui det reported on a syndrome which 
ie = anorexia nervosa. Gull described 
pa oe as occurring mainly in young 
ie : Hyperactivity, amenorrhoea and weight 
tole. by self-imposed dieting were 
чре teristic. The want of appetite was due 
eid morbid mental state. . .and a perversion 
e ego’. Laségue stated: 


pentano of these signs, the impact of which 
relatives pe no one, redoubles anxieties and the 
t must and friends regard the case as desperate. 
Placin not cause surprise to find me always 
пуме parallel the morbid condition of the 
Who su Subject and the preoccupation of those 
intimates ound her. These two circumstances are 
erron У connected, and we should acquire an 

ous idea of the disease by confining Our- 


Selve ў 
5 to an examination of the patient. 


tion guess admonition to pay special atten- 
Subject the interplay of forces between the 
at kn and those who surround her implies 
ны of the object relationships of 
e s CS is essential to an understanding of 
as de drome. Although anorexia nervosa 
dynamic. thoroughly investigated psycho- 
has е cally from a libidinal framework, little 
viewpoin written from an ego psychological 
ion int with emphasis on object represen- 
this and relatedness. This will be done in 

xpi 
distinc, Ti шт that anorexia nervosa is а 
Comple Clinical entity and not just a symptom 
leve] ned On the basis of the developmental 
disti object relationships, these patients 
Preg,;,. Buished from undernourished de- 
diagn ©, hysterics, and schizophrenics. A 
98tic feature of the syndrome is the Jack 


a 


* 

О, 

New e Army Hospital, Bad Kreuznach, APO 
ork, N.Y. 09252. 


of stable self-object differentiation. This ego- 
defect underlies the characteristic behavioural 
manifestations of the syndrome. Further- 
more, it is proposed that anorexia nervosa 
represents a severe disturbance and fixation 
at the symbiotic stage of development and is 
one type of manifestation of a symbiotic 
character. 


REVIEW OF THE GENERAL LITERATURE 
Definition 

Most authors agree on a general definition 
of the syndrome. Dunton & Langford (1962) 
include the peculiar relationship to the 
environment. 
Anorexia nervosa is a psychological disorder 
characterized by voluntary, self-initiated dieting 
which gradually exceeds the limits of conscious 
control leading to a marked weight loss, over- 
activity, and a fear of eating, with a compulsive 
preoccupation with food, weight, and dieting 
which is expressed in a never-ending coercive and 
manipulative struggle with the environment over 
eating. 
Upbringing 
are often preoccupied with 
anch, 1960; Rahman et al., 
1939; Waller et al., 1940). Early feeding 
problems are found (Bliss & Branch, 1960; 
Jessner & Abse, 1960; Loeb, 1960; Wall, 
1959) Anorexics in their childhood are 
infantilized and ill-prepared for adulthood 
(Bliss & Branch, 1960; Lorand, 1943; Pardee, 
1941). They are noted to be compliant, de- 
pendent, obedient, model children, who be- 
come, with the development of the illness, 
obstinate and negativistic (Bruch, 1962; 
Dunton & Langford, 1962). The dinner table 
becomes the battlefield for their sado- 


masochistic struggles. 


The parents 
food (Bliss & Br 


110 


Interpersonal relationships 


A disturbed, hostile, dependent attachment 
to the mother is frequently noted (Bruch, 
1962; Eissler, 1943; Frazier et al, 1955; 
Nemiah, 1950; Pardee, 1941; Wall, 1959; 
Waller et al., 1940). The child becomes over- 
attached to the father (Dunton & Langford, 
1962; Frazier et al.,1955; Lorand,1943 ; Pardee, 
1941), but shy and inhibited with peers. 


Psychodynamics 

Most authors explain the illness as being 
secondary to ambivalent oral Sadistic, canni- 
balistic, and oral impregnation fantasies 
which are denied by 
defeminization of the body through weight 
loss (Berlin et al., 
Falstein et 
Lorand, 
Masserman, 1941 ; Tustin, 1958; Waller et al., 
1940). Crisp (1967) understands the Syndrome 
as representing a 
normal weight is equated with growth and 
loss of Physiologic and psychologic childhood 


larly, Selvini (1965) views the disorders as a 
self-destructive flight from problems оғ 
(adolescent) identity. Others State that the 
Starvation is a Suicide threat with the aim of 
punishing the parents (Berlin e; al., 


Personality Structure 
Considerable Controversy exists Over the 
specific personality structure, Different 
authors consider anorexia Nervosa to be a 
Prepsychotic, psychotic or Schizophrenic 
Symptom (Brill, 1939; Meyer & Weinroth, 
1957; Nicole, 1938), a result of an oral- 
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dependent fixation (Jessner & Abse, 1960; 
Masserman, 1941), a manifestation of zm 
obsessive-compulsive neurosis (Dubois, 1949; 
Palmer & Jones, 1939; Rahman er al., 1939; 
Waller et al., 1940) or of hysteria (Grimshaw, 
1959; Laségue, 1873). Often orality and = 
of sexuality аге stressed without an opinion a 
the predominance of regression or pen 
Many authors say that anoyexia: nervos 
only a symptom-complex appearing in F : 
personality type with any degree n Е. 
strength (Bliss & Branch, 1960; Blitzer en, 
1961; Kay & Leigh, 1954; Lesser et al., у 
Bruch (1962) disagrees. Because of jm 
delusional body image, anorexic ee 
differentiated by Bruch from undernour! tes 
hysterics and depressives. Unlike a hie 
the anorexic patient vehemently se dite 
emaciated state as being normal. Bruc nics 
differentiates anorexics from erp mm 
whose delusions are not specifically ird 
to body image distortions. Her ppm 
tions are on the basis of symptoms, not 
relationships. "m the 

Many o in their description us the 
Syndrome, infer a symbiotic qu. stat- 
object relationships without пере Ms 
ing it (Bruch, 1962; Eissler, 1943; za Tustin 
Abse, 1960; Meyer & Weinroth, 195 5 norexie 
1958). Thoma (1967) states that S eitis 
patients are regressed to a state of pn is- 
in which subject and object are eport 0 
tinguished. In reading his detailed rep nd 
analyses with five anorexic panene У 
Strong evidence of symbiotic ге [follow р 
similar to that found in the case that 
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CASE REPORT - whos 
Mary is a 15-year-old Catholic ви» escent 
parents are American born of Iris 2-уеа! p 
Father is a warm, twinkling-eyed, 5 sessie 
retired policeman and mother is a D à 
51-year-old housewife. Four older brot 
in age from 21 to 28. was 
In late autumn 1964, when Mary poy: Pii 
brother commented that she was ee si 
her obese mother. With 115 1b. on пай? 
frame, she was indeed chubby. She beg? 


a 
3, 
1 "m 
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diet. By May 1965 she weighed 78 lb. and was 
as io She could not stop dieting. Menstrua- 
Ell had been present for two years, 
ise! She denied feeling hungry. She would 
adi ete tea, an Occasional egg, but no meat, 
= А е thought milk was ‘like poison’. She went 
ant diets of only pancakes or grapes for 
dhewi - Strangely, she could not help swallowing 
bue ng gum, and when she ate fruit she would 
бае the stones or core. Her parents felt 
Would Ы and helpless. With little success, they 
Shéws са with her to eat a substantial diet. 
cerit Ser 'ospitalized in March 1966 on the Adoles- 
ан Tvice of the Psychosomatic and Psychiatric 
Mute, Michael Reese Hospital, Chicago. 


Background history 


ee had 13 pregnancies. The first pregnancy 
Second in the delivery of the oldest son. The 
depre Produced a stillborn girl. Mother was 
had a c for two months post-partum—‘almost 
told th reakdown’, reported Mary. Mary was 
Own IE father had taken the dead child in his 
burial [s in a tiny casket to the cemetery for 
Parents i псе the first-born had been a boy, her 
they hda hoped for a girl. The realization that 
viable produced a girl but that she was not 
Бор felt as a severe disappointment. There 
tions xd late-pregnancy, spontaneous abor- 
Mother the births of three more boys. When 
Onsciong ^s then pregnant with Mary, the parents 
dolls: mea hoped for a girl. Father bought a 
did not ui and toy dishes. Although mother 
Мате bleed, they feared a miscarriage and 
Pregnane Shots’ to maintain the pregnancy. The 
опер Was ‘prolonged’ and they believed 
fui but M Was wrong’. The delivery was unevent- 
three ary had diarrhoea the first week and 
9f vomi anges of prescription were made because 
оцу 11008. Of mother's children, Mary was the 
nera, 0З problem. Mary received ‘more 
Was а 180 the others because of colic’. She 
"s Which e. Sleeper and cried through the night, 
her Mother reportedly responded by picking 
P, feeding her and/or changing her at the 
8 тары whimper. In view of their lack of 
pareas producing a viable girl before Mary, 
alive, Ta ns Overriding concern was to keep her 
"the 2 this light, their intrusive manipulations 
Prescription changes, repeated feeding, 
and their immediate response to her every 


Whine 
Tare understandable. 
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At eight months, Mary, while being bathed by 
mother, suffered a torn ligament in her shoulder 
and was hospitalized for two weeks, Mother, re- 
assuring meand herself, reported that the visiting 
hours had been liberal and she had been allowed 
to remain at Mary’s bedside for extended periods. 

Between three and six years, Mary continued 
to sleep poorly and would be found rocking and 
banging her head on the couch in the middle of 
the night. During these years, she had spells of 
difficult breathing, during which she would some- 
times faint or become cyanotic. No organic cause 
was determined. The pulmotor squad was often 
called and she would be rushed to the hospital 
for emergency treatment. On one occasion she 
was given the last rites. 

An unmistakable theme running through 
Mary’s history is her family’s incapacity to 
tolerate loss and separation, and the resultant 
exaggerated responses to mitigate or deny them. 
She slept in her parents’ room until she was seven, 
and until 12 or 13, her mother would lie with her 
until she was asleep. During latency, Mary was 
afraid of dying in her sleep. Mother, when 
‘exhausted’, would visit relatives out of State, 
but Mary was never forewarned about these 
vacations. Once when mother went to the hospital 
for a miscarriage, Mary was told that mother had 
pneumonia. When Mary’s dog had to be de- 
stroyed, she was told it had run away and might 
return. She never had a baby-sitter. When her 
brother left for the Army, she asked not to see 
him at the time of parting. She was repeatedly 
shielded from dealing with the experience 
of separation and loss. 7 

Over-protectiveness was characteristic. Her 


d as strict moralistic censors. They 


arents acte 
p rn that once 


e preoccupied with the conce: 
Pes nen became teenagers, they would 
inevitably become delinquent, violent or promis- 
cuous. They screened Mary from any exposure 
to ‘loose talk’, swearing or violent television 
programmes. She was warned not to date until 
she was 16. The explicit concern was that she was 
easily influenced and the implicit message was 
that she lacked internal controls. m 

Mary, in turn, made little effort to individuate. 
She compulsively worked at her school studies, 
while refusing to learn sewing, washing or ironing. 
Once she tried washing and almost got her finger 
caught in the wringer, thus proving that mother 


did it better so why should she try. She was not 
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encouraged to master age-appropriate tasks. Her 
desires were indulged—especially by father. пи 

In early adolescence she became quite ritualistic 
and compulsive. She had dreams (and possible 
hallucinations) involving scenes of coffins and 
cemeteries. She would pray to her dead sister as 
her guardian angel. 


HOSPITAL COURSE 

Stage 1: Setting up home in the hospital 

At the time of admission Mary was a 
frightened, attractive girl who had gained up 
to 104 Ib. while awaiting admission. She was 
admitted to an open ward where she could 
order food from a menu. Visiting was not 
allowed but she could use the phone. The staff 
personnel were instructed to ignore her eating 
or non-eating behaviour. 

She presented herself as a weak, fragile, 
ineffectual and easily overwhelmed girl. She 
was fearful of being influ 
smoking gang-kids’, In reaction to admission 
she felt ‘lost? ang ‹ 
because father was n 
with homework and 
the laundry. She co 
to go to school and 
ized adolescent activiti 


previous doctor had treated her with 28 pills 


for pills, explaining, 
nsient illnesses such as 


tion was gestural or 
such as ‘lost’. 
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empty shell in need of external direction and 
control. When we entered the interview room, 
the door would hit the wall and inexorably 
bounce back to hit her unless I protected her. 
She was nothing; I was omnipotent. РЕ 
Mary demanded to see her parents v. 
the pretext that father, who had p. ~ 
myocardial infarcts when she was at the si 
of 3 and 13, might die at any ce 
Although she claimed she was eating we 


wed d 
not losing weight, weekly weighings provet- 


otherwise to us, but were unconvincing to a 
By the end of eight weeks, she lost 20 Ма 
weakened, and was bleeding from hunt 
Being quite concerned about her P л put 
condition, I took control of her diet an dr 
her on a minimum of 1750 calories Pe 5 
I told Mary that she would not be es MET 
starve to death, and that when 1 felt th а 
was able to sustain a proper weight, CO rm 
over food intake would be ie pene : 
Although protesting the loss of pon peste 
began to gain weight. Outside phon he began 
was also curtailed. For the first time $ with the 
actively to involve herself in therapy 
use of some observing ego. елй for 
Three weeks later I went out “oe pass 
one week and Mary was given a 24- the nigh! 
to attend her brother’s wedding. On ted states 
of the wedding she was in a paces et 
feeling that she was both at the hosP er at 


at home. While her father sat up or pat 
her bedside, she delusionally proclaim? iod 
father was dead. Upon my return -Á tim? 
she had begun menstruating ihe ed, ? 
in two years. Sexual material fo le P 
which she related mother’s er ot 
associated with pregnancies, а Hé a 9 
fantasy of her own, and her conc mati In 
feeling ‘too close to father’. She ve е? 
remarked that father would die ids. sj 
What a supposedly wild girl she V T 


followed a preoccupation with e: ow 
repeated sequence of sexual ccpit it 
by death themes explained what P rh 
her dieting in autumn 1964. Fathe t hef ys 
a heart attack. Her fear was en tb 
veloping sexuality disturbed fat 
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, causing his heart attack. Mary once told me 
Y that boys like girls with meat on them. To 
preserve father, she had to put a sudden halt 

to her heterosexual development. 


Stage 2: Start of therapy 


From the fourth to seventh months trans- 
ference behaviour was prominent. She felt 
dependent upon me and would make posses- 

» ‘lve demands upon me. She would bargain 
and attempt to bribe me for my time and/or 
my pills. She would cleverly play upon my 
Built when I could not fulfil her voracious 
spes When she was frustrated by me, she 
elt that I was по good and did not under- 
Stand her, and she would demand an imme- 
2 discharge. She accused me of being 
, 165ропѕіЫе for her ‘loss of feeling" toward 
У, лег parents, 
Pk She was able to concentrate on her 
ни and she did *B' work in summer 
ven. Session. On two occasions she was 
dro n back control of her diet, but her weight 
i и Precipitously and I had to resume con- 
atte; At the end of the sixth month another 
to трі Was made, and this time she was able 
». ? Maintain her weight without difficulty. 
Mterpretative work was aimed at pointing 
due irrational basis of her feelings of 
Bed oue as rooted in her particular child- 
ing SXperiences with controlling, infantiliz- 
h perents, She told me that when father 
. takej 3 heart attack, she implored God to 
uu er instead. She implied her conception of 
Amp as an appendage of father which, if 
birth © could save the body. With her 
Concern approaching, Mary articulated the 
e s П Over growing up as meaning loss. 
‘Hg 1819 that father cried at her birthdays. 
тесі afraid of losing me.’ Unsaid was her 
Proca] feeling. 
а full load of school-work in the 


“ot 


auty 
Not g n, Mary felt overwhelmed and could 
visitin elp from me in this area. Limited 


*Ome 8 had been started and she would on 
hospital ке panic her parents to come to the 
Par to rescue her. Concomitantly, her 


en 
'S Were depressed and felt threatened by 
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the dissolution of her attachment to them. 
They would increase her anxiety and her wish 
to return home by telling her she should 
learn to be independent of them so that she 
would not be hurt when they died. Mary then 
took their death to be imminent. To some 
degree she had detached herself from her 
parents, but fully realized the limitations of 
establishing a symbiosis with me. It was 
known from the beginning that hospitaliza- 
tion would be about one year's duration. She 
became depressed, regressed in her function- 
ing and had dreams, fantasies and hallucina- 
tions about death. The threatened loss of a 
symbiotic relationship precipitated the death 
theme. When mother told her that father had 
given up his temporary job, Mary immediately 
assumed it was because of his heart. That 
night she had to be allowed to phone home to 
prove to her that he had not died. Her parents 
would use the threat of death to get her to 
re-establish contact with them. With support, 
she rebounded from this depressed and at 
times psychotic state. 

In the eighth and ninth months she began 
to relate to the staff, not just as convenient, 
need-gratifying or frustrating objects, but as 
real people. She talked of her own feelings 
that were ‘not mixed up with parents’ feel- 
ings’. She felt stronger physically and men- 
tally and saw her father as stronger too. With 
more observing ego, she spoke of her feelings 
of dependency and asked for help in dealing 
with them. Plans were being considered for a 
away from home following dis- 
er initially rejecting such plans, 
she ambivalently agreed, if I would send her 
home for the present to await placement. She 
was very frightened of a period when she would 
still be in the hospital and had to face her 


feelings of loss. 
Stage 3: The termination storm 
The final three months were hectic. When 
I informed her of a possible placement, she 
went into a trance-like state, with thoughts of 
death. She ran away from the hospital, and 
when she returned she expected to be put on 


placement 
charge. Aft 
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a more regressed unit from which few dis- 
charges were made. During a 24-hour pass 
she hallucinated a dead grandfather. She 
tried to avoid people she was attached to. 
Another elopement followed mother's ques- 
tioning why she could not come home instead 
of being placed. At times she projected her 
dependency upon me, accusing me of not 
wanting to let her go. During one session she 
discussed her increased weight and strength, 
then became dizzy, complained of menstrual 
cramps, and then discussed becoming a nun 
—revealing her fear of becoming a sexual 
woman. To begin the next session, she related 
her panic over separation: ‘When mother 
left me (as a child), I'd never know if she'd 
return. Becoming a woman entails the loss 
of the pre-oedipal symbiotic mother. How- 
ever, a dramatic change in her appearance 
occurred. She wore tight skirts and sweaters, 
revealing her recently established womanly 
figure. Sexual themes were evident. She 
wished that one of the (two) miscarriages that 
followed her birth had lived, leaving the 
parents with another child to infantilize and 
allowing her to grow up. Although her parents 
were being seen by a social worker, she de- 
manded that they too be assigned a psychia- 
trist to facilitate the separation. She revealed 
her fear that when she was placed away from 
home, mother would have a breakdown and 
father would die. 

When informed that an appointment for a 
placement interview had been made, she 
made a feeble attempt to run away. On the 
eve of the appointment she Superficially cut 
her wrists and was Surprised that she was 
allowed to keep the appointment. She was 
accepted. In the last month, I stressed the 
irrational nature of her feeling of being unable 
to survive the separation and that her whole 
family would disintegrate. Suicidal impulses 
were explained as a way of activel 


y doing to 
herself now what she felt was inevitable ahead 
of her—annihilation—and precluding the 


unbearable waiting period. Soon after she 
was placed, she made dramatic suicidal 
gestures calculated not to endanger herself, 
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although she was experiencing severe вна 5 
but to panic the staff into sending her ho г 
This followed in one week. She had learne 
in the hospital a new mode of pd 
the symbiosis—the suicidal threat. S be: 
longer had to resort to the subtle but 
difficult suicidal threat—starvation. 


Follow-up ás 
After the abortive placement Mary шаи. 
several suicidal gestures with the ae e 
returning to the hospital. I did not a ве 
these manipulative, regressive sce dirait 
her twice a week in the pig а de 
Over the next few months she rea e 4 
could survive outside of the wo duly 
suicidal gestures ceased. At this нне 
1967) another placement attempt 15 = weigh 
Mary has maintained a satisfacto T üt to 
for 11 months. I expect her to con арб 
maintain her weight, since she De taining 
uses self-starvation as a means of © 
her wishes. 


DISCUSSION erential? 
Angel (1967) reviews and ere tee ke 
three types of symbiotic and sy pne 
relationships. The most primitive a ig fuse 
mental representation of the moth impar ed 
with that of the self. Omnipotence I5 ^ и 
to the fused representation. Sepa" 


ation 
ec 
^ and b 
duces fear of loss to omnipotence 


" is nO mally 
ing nothing. This type ofsymbios "i. secon? 
developed by 12 months of ie ай ynsta? 
or borderline, type is one in whic! were wt 
differentiation has been made jizi” 


den s 
self and mother representation it we 
separateness, the fear is associa fantasies 089 
of the external object. Merging of! 


A fear 
attended with anxiety because of 


of identity. Oedipal fantasies тау e р 
in form but function only to prr 
oedipal issue. These separation! ec? 
issues are normally lived thr ough vf rele" po 
ages of one to three. A third type ince 
ship is named pseudo-symbioSl*., 
inner representations are distinc at 
fantasies are entertained witho 
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because one can easily unmerge. The fantasies 
are used defensively against the discharge of 
the oedipal instinct. 

Mary's history is replete with examples of 
her symbiotic relatedness. Her allegiances to 
the symbiotic bond with her parents resulted 
in strong resistance to her involvement with 
me in therapy. When her attachment was 
Present, it had a symbiotic quality. She 
ппраце@ qualities of omnipotence to me 
within the transference. Seemingly sexual 
material functioned only to deal with pre- 
oedipal issues. She feared sexuality because it 


. threatened the existence of a symbiosis she 


N 


= 


felt was necessary for the survival of herself 
te her father. The central anxieties were 
чине of annihilation and perhaps, at times, 
va Self and object differentiation had 
qoi been well established. Her difficulty in 
Е іппег and outer experience was 
belo manifest in a failure to determine what 
ngs inside of her and is edible and what 
"longs outside and is inedible. 
in Tom various frames of reference, becom- 
М 8 adolescent means growing Up, becoming 
eto a. becoming independent, and 
die E peer heterosexual relationships by 
atter iier the parental introjects. The 
oot cheng a certain ability to tolerate loss. 
i И says: ‘The work of mourning. . - 
Period important psychological task in the 
P. 100 Of adolescence. And Blos (1962, 
055 а *The adolescent incurs a real 
h € renunciation of his oedipal parents, 
and s es the inner emptiness, grief, 
ary ness Which is а part of all mourning. 
nb never allowed to experience and 
She w ith the issues of loss and separation. 
child i Over-indulged and treated as а fragile 
аррго ПО was not expected to master age- 
deep Prate tasks. The result in Mary is 
^ ts of inadequacy, helplessness ап 
tive as àn external controlling and pei 
К еар The threatened 1055 of би 
ері іс bond in adolescence endangers the 
feelin Y of her ego. This was expressed in her 
wig s of being *lost? or "like dying when 


ü ег parents, the expectation that 
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father would die and mother would have a 
breakdown when Mary was placed, and her 
inability to separate. 

Crucial in understanding Mary is the 
meaning of her mother's abortions and the 
stillborn girl. Mother's depression and near 
‘breakdown’ indicated that mother was quite 
vulnerable to experiences of loss. The story 
of father carrying the stillborn to the cemetery 
conveyed to Mary the heartfelt feelings that 
were evoked in father by this dead child. It 
was precious to father. Mary was conceived 
to replace the stillborn and was identified 
with it. Falstein e£ al. (1956) reported that 
the mothers of anorexics ‘identify the child 
with a dead sibling or parent toward whom 
death wishes and ambivalence had been 
entertained’. In response to the ambivalence, 
they overfeed, over-indulge, and prolong an 
intense symbiotic relationship. The authors 
note that the parents often fear the child will 
die. Mary’s parents’ concern that she would 
not live was demonstrated in the history. Not 
unexpectedly, during latency Mary felt that 
she was constantly on the brink of death, and 
during adolescence she developed a morbid 
preoccupation with death. This fear was 
communicated in self-starvation. Knowing 
that her parents were sensitive to feelings of 
loss and death, she would create the fear of 
her imminent death by her non-eating. The 
threat of starvation is an extremely powerful 
manipulative gesture. (Ghandi used starvation 
with dramatic results against his parent 
nation, England.) Mary’s parents, concerned 
about the realization of unconscious death 
fears, were panicked by this device. The 
symptom is асгие! parody of расона т. 
fears. The aim of the symptom is to re-estal - 
lish the symbiosis felt necessary for survival. 

Mary's parents also knew how to play the 
game well, as evidenced by their panicking 
Mary into believing that father was dying. 
This was typically followed with efforts by 
Mary to go home or make contact with father 
to reassure herself that he was still alive. 
There is à symbiotic quality to this game. 
For people who may experience annihilation 
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anxiety when their symbiotic partner is not 
physically present, the use of the threat of 
one's own death is most effective. 

The preoccupation with death in fantasy, 
the anorexic symptoms prior to hospitaliza- 
tion, and the frantic suicidal gestures after 
hospitalization, are all regressive efforts to 
re-establish a symbiosis. Fenichel (1945, 
p. 401) has observed that death fantasies often 
carry the meaning of reunion. The story of 
father’s attachment to the stillborn is a con- 
necting link. Mary, in her symptoms, identi- 
fies with the dead child to evoke the same 
feelings of preciousness toward herself to 
re-establish the symbiotic bond. 

The lack of stable self-object differentiation 
is a key to understanding the behaviour and 
delusion that is characteristic of anorexia 
nervosa. In some cases where the fixation of 
object relationships may have progressed to 
the separation-individuation phase, the rejec- 
tion of food is a concrete attempt to establish 
à separate identity and defend against fusion. 
Similarly, Thoma (1967, p. 257) says the eat- 
ing of food is experienced as a dangerous 
removal of boundary between self and object. 

Robbins (1962) presented a case of anorexia 
in which self and object were poorly dif- 
ferentiated with the hypothesis that food was 
used as a transitional object through which 
the anorexic attempts to separate me from 
*not me’. 

When the fixation is at the symbiotic level 
of development, the refusal of food becomes 
a magical attempt to maintain an all- 
symbiosis. In patients who have not ach 
object constancy, one finds the use of ego- 
splitting mechanisms and a deficiency in the 
synthesizing ego functions along with the 
unstable object differentiation. One manifes- 
tation of this in anorexic patients is to split 
the image of the self from that of the body. 
All of the debased or threatening, destructive 
qualities of both sexuality or eating are split 
off and dissociated on to the body, which is 
perceived as a 'not me? appendage. The 
patient does not feed the body in an attempt 
to destroy the bad self as sequestered off on 


good 
ieved 
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A 
to the body. This is in the service of main- 
taining, through the remaining unconta £ 
nated self, an all-good symbiosis. pex 
(1963) and Bruch (1962) have = Ww 
these patients regard their body as 1 sehen 
not belong to them. It is this delusion «i 
is not found in undernourished anne 
depressives. Non-eating neurotics ud 
self-object eoe and use repr 

go-splitting mechanisms. on 
oe 11957) described a ас 
entity which he called the symbiotic p um 
This is a pre-oedipal character ie E 
deficiencies of the synthetic, an ra Е 
differentiating functions. The combin reds d 
these deficiencies and the symbiotic n por 
the parent results in an марге o по 
ing, symbiotic relationship. I belier patien Я 
nosological entity to which апогех ce Presents 
belong. Anorexia nervosa, then, 
one type of symbiotic character. " 
Although anorexic patients ex 


à " ic 
psychopathology and at times ба пой 


w 

withdrawal or because they interpose Ре y 
themselves and others their pullum. part f 
toms. Food is rejected because it wing f 
the external world they are withdr Я t 
or because of a delusional idea pone 
food. Because of the unrelatedneS ~ к 
pist in intensive therapy is oien yit th 
feelings of futility. In contras 4 A А 
anorexic patient, the therapist en exclude, 
used, anxious and angry, but nO jl 
The feeling of relatedness develops, allow. 
it is delayed or limited if contact А exit 
between the patient and пагран а om 
actively engage their significant еп on-eati?. 
albeit ambivalently, through their "e pje? 
The non-eating serves impone ai a 
directed manipulative and сот dese ibo, 
functions which have already € 56 nu 

Mary did not struggle with fof t. 
over food because we were prepa" in pat 
and we refrained from engaging her 
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allow non-eating to be used as a bargaining 
point. The threat of death is not allowed to 
produce any of the patient's desired results. 

At the same time, the therapist must unam- 

о biguously convey to the patient that he will 
= по! let her die. The therapist thus corrects 
= the original ambivalence of the parents. Mary 
did create a struggle over a derivative issue— 
Em number and dosage of tranquillizers. But 

€ stakes were no longer life and death, 

. and one has a more workable issue to deal 


У with in therapy. 


, This stance is an essential aspect of the 
therapeutic approach. The therapist must not 


SUMMARY 


b 

| ae review of some relevant literature on anorexia 

case Нин presented and a case is reported. In this 

M ob; à symbiotic quality and lack of stable self- 
Object differentiation are prominent features. It is 
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proposed, from the evidence of my case and the 
review of the literature, that the syndrome of 
anorexia nervosa is one type of manifestation of 
a symbiotic character. The level of object relation- 
ships is specific and is a diagnostic feature. The 
lack of self-object differentiation underlies the 
characteristic features of the disease process. 
Anorexics are distinguished from undernourished 
hysterics who are not delusional and have stable 
self-object differentiation. They are distinguished 
from undernourished schizophrenics who have 
not reached the same level of object-relatedness. 
Consideration is given to why self-starvation is an 
apt specific symptom choice in a symbiotic family 
that experiences annihilation and some recom- 
mendations for treatment are made. 
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Psychological aspects of breast-feeding with particular 
reference to anorexia nervosa* 


By А. H. CRISP} 


ae nervosa has been defined by the 
shane as primarily a disorder of weight, 
impli ng around puberty and its psychosexual 
[Po ii for the individual. The patient 
lier, increasingly phobic of normal ado- 
likely t or adult weight. Multiple factors are 
aho o contribute to the propensity to develop 
stress Xia nervosa in the face of early adolescent 
hood and these probably often include child- 
1965 Patterns of feeding and growth (Crisp, 
li Se ai: There are several reports in the 
Shara ure of childhood feeding disorders 
ее izing groups of patients with anorexia 

vosa (Kay & Leigh, 1954; Nemiah, 1950). 
Sidi a general investigation into this 
stud risp, 1966) the author has attempted to 
fee il Some aspects of patterns of breast- 
n Eu. in a group of patients with anorexia 
eri за and a comparable population suf- 

18 with psychoneuroses. 


Durati REVIEW OF THE LITERATURE 
ration of br east-feeding and some aspects of 
subsequent morbidity during life 
чай oint mother-child activity which is 
Pressu ject to other family, social and cultural 
Clear] res the duration of breast-feeding may 
Y reflect more than the infant's appetite 
readiness to suckle (Ainsworth, 1963; 
аппег, 1960). 
© reasons why a mother may elect not to 
анаан or is unable to produce milk are 
ties (Shi as multiple, but most clinical authori- 
19 irley, 1963; Soddy, 1960; Winnicott, 
Ota а, b, 1958) are agreed that the mother's 
attitudes to her maternal role and to the 


al 


brea 


* 
ett of a thesis (1966) accepted by the Uni- 
Y Of London for the degree of M.D. 
Pita] M Partment of Psychiatry, St George's Hos- 
edical School, London S.W. 1. 


child are more important, so far as the child's 
emotional development is concerned, than 
whether she breast-feeds or bottle-feeds it. 
However, they also consider that such atti- 
tudes are sometimes reflected in her breast- 
feeding capacity. Thus, Shirley (1963) states 
that ‘babies vary in the vigour, effectiveness 
and rhythm of their early feeding functioning" 
but emphasizes, аз do Bakwin & Bakwin(1960), 
that most babies will learn to suckle effectively 
withinafewdaysofbirth, giventheopportunity. 

Ainsworth (1963) and Soddy (1960) em- 
phasize the importance of a secure mother- 
child relationship during the first year of life, 
when they consider the interaction is mainly 
through feeding, for the healthydevelopment of 
the infant. They consider that the child thereby 
develops the capacity to go on to further 
object relationships. Ainsworth (1963), in 
her studies of African families, found a 
significant relation between the mother's 
expressed enjoyment at breast-feeding and the 
strength of attachment of the child to the 
mother (as measured by a variety of ' differen- 
tial attachment behaviours’ such as differential 
smiling, crying, following, face-burying, ex- 
ploring whilst in contact with the mother, etc.). 
Children with strong maternal attachments 
were markedly more ready, a short while after- 
wards, to explore their environments and to 
develop attachments to fathers and other 
caretakers. Ainsworth observes that the infant 
is active in its attempts to establish a relation- 
ship with the mother and that the mother's 
enjoyment in infant feeding, once she has 
shown the capacity to do this, seems to be 
reinforced by the child's behaviour—the good 
or bad relationship ‘spirals’. 

Kanner (1960) and Bakwin & Bakwin (1960) 
suggest that the need of some mothers to be 
over-protective may lead to prolonged breast- 
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feeding of the child and that this may 'delay 
self-dependence’. Childers & Hamil (1932) 
found that, amongst the 469 "problem" 
children under 13 years of age attending a 
psychiatric clinic, those who had been breast- 
fed for more than 5 months (some inaccuracies 
in such data are discussed later) had the best 
record of later emotional development and 
social adjustment as rated by the psychiatrists, 
social workers, family physicians, parents, 
neighbours and youth club leaders. They 
found this to be particularly so where the child 
had been breast-fed for more than 10 months. 
Such children, however, showed an excess of 
traits ‘symptomatic of over-indulgence'. It is 
also noteworthy that as many as 137 children 
out of their total of 400 problem children fell 
into this prolonged duration of breast-feeding 
category. Unfortunately they express their 
results graphically in a way which does not 
now readily lend itself to further Statistical 
analysis. Furthermore, their conclusion that 
the duration of breast-feeding has been causal 
to the various behaviour patterns encountered 
1s unwarranted on the available evidence. Hill 
(1937) was able to 
from either the pati 
cerning 172 Psychiatric patients ranging in age 
from childhood to 
breast-feeding 
nths. He found 
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MMPI and an unvalidated questionnaire 
aimed at revealing excessive oral and depen- 
dency propensities. The authors also studied а 
fourth group characterized by having been 
reported as cup-fed in infancy (and Шенон 
presumed to have been denied a hw 
experience) and did not find any major т 
ferences in personality between them and th 
other groups. 

Саса 955) collected parents’ аю 
concerning duration of breast-feeding of 21 3 
children (aged 6-16), of which 132 were d 
children. He defined ‘prolonged “or 
feeding’ as breast-feeding lasting more | " 
1 year and ‘insufficient innit = м 
breast-feeding lasting less than 6 wee ine 
found that the patterns of reported be eom 
breast-feeding were similar for the isa ia 
non-obese children. Only 1:5 per cent © ae 
obese children were reported to have pei 
prolonged breast-feeding and 17:4 ей are 
insufficient breast-feeding. These a 
in contrast to Bruch’s (1940) earlier “= 
118 obese children, amongst whom she 1 
that 12-5 per cent had received bem 
breast-feeding and 31-5 per cent vis) 
breast-feeding (using the same GUESS ad 

Meanwhile, so far as infant physica 959) 


Е : ndre 
have found, in a series of several hu 


^ 3 ital, 
infants studied at a London hosp! rate 


and growth are concerned, Levin ef 4" ds of 
f 


or 
ne 
bottle-fed. Thompson (1955) mad f 
observation in a study of 40 match o 
infants from birth to 16 weeks of age- 
Stewart & Westropp (1953), in the itu inal 
Child Health Survey, made a lone that 
study of nearly 600 infants and Dr ag 
bottle-fed babies were heavier at 1 y€? r no 
than babies breast-fed for 5 months = Wi 
and that they were also more сте et 
criteria of bone growth, eruption of t te 
passing of * milestones’). They atribu по 
to ‘minor degrees of underfeeding о ma 
the breast-fed group’. They found 5 € 
differences in the incidence of gastro"! 


Breast-feeding and anorexia nervosa 


5 
ium and respiratory disorders between 
dence ыва except for an increased іпсі- 
from the b iarrhoea amongst infants weaned 
(New reast at 6 months. Robinson (1940), 
over 200 working in St Louis, U.S.A., studied 
ence f а. and found a greater incid- 
babies. larrhoea amongst artificially fed 
"o. mur (1953) reports from the Oxford 
their babj d) per cent of mothers breast-fed 
Cent for "а ог 4 months or more and 16-2 per 
found lr da or less. These workers also 
With parit hi capacity to lactate increased 
Such as а ut considered that other factors, 
ments ie d heavy domestic commit- 
Feast. fee lg against increased frequency of 
amongst ing of later-born infants except 
Who ice e from social classes I and II, 
Onged brea to report practising more pro- 
Ver-all 66 st-feeding with increasing parity. 
Classes Га per cent of mothers from social 
feedin И „ме П reported complete breast- 
Per cent ode pe tonne ibi m 
ar mun mothers from social class III and 

Бах aer social classes IV and V. 

eeding i i (1956) proposed that breast- 
months ould be tailed off slowly from 4 to 
when the onwards and should be stopped 
hirley’ş а 15 about 9 months old. In 
abies A og experience most breast-fed 
Weaned “te € United States are nowadays 
Months rae bottle by the age of 3 or 4 
Vantages n states: ‘Probably the main ad- 
by thre of breast-feeding have been obtained 
infant C ael She refers to a study of 
Covered th ing patterns in the U.S.A. which 
© incid e years 1946-56. This showed that 
38 to 21 ence of breast-feeding dropped from 
Боце Рег cent, that of combined breast- and 
ist s ing dropped from 27 to 16 per cent, 
35 to „186 of bottle-feeding alone rose from 
atistic Per cent. She concludes: ‘there is no 
ola 2 Proof that breast-fed babies, on the 
ts riga better adjusted children and 
an do bottle-fed babies. Bowlby 
Vid n E 30 points out the absence of statistical 
Се in this field, as does a leading article 


In t 
ritish Medical Journal (1965). 
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The validity of anamnestic reports 

". ores be — that the recollection of 
pe о uration of breast-feeding, is 

. Haggard et al. (1960) examined the 
accuracy of recall by 19 Norwegian mothers of 
information on certain historical facts, atti- 
tudes and anxieties concerning their children. 
The information to be recalled included items 
such as birth weight, duration of breast- 
feeding and a variety of wishes and attitudes 
expressed by the parents at the time of birth 
and shortly afterwards. This information had 
been recorded by the investigators at the time 
of its occurrence and these data were compared 
with the parents’ recollections of it 6 months 
and 8 years later. It was found that ‘Вага fact’ 
data, such as birth weight and length of breast- 
feeding, were recalled most accurately. Wishes 
and attitudes, expressed and revealed at the 
time of the childbirth and not considered to be 
involving anxiety, were the next most accurately 
recalled data. After 6 months, reliability co- 
efficients for length of breast-feeding and birth 
weight were 0:96 and 0:77 respectively. Some 
of the mothers were still breast-feeding at this 
time or had only recently stopped doing so. 
After 8 years the reliability coefficient for 
length of breast-feeding had fallen to 0:77 
and that for birth weight was 0-71. By this 
time reliability coefficients for recall of the 
‘soft? data averaged 0:24. The investigators 
concluded: ‘perhaps the mothers were able to 
recall these facts (the hard fact data) so accu- 
rately because they were quantitative and 
relatively independent of their own attitudes, 
wishes and anxieties’. Robbins (1963), in a 
longitudinal study of 47 American children 
and their parents of high socio-economic 
status, found that recollection by the mothers 
of duration of breast-feeding deviated by 1 
month or less from established fact after 
ars and that the accuracy of recall of birth 
ted by 316. or less after 3 years. 
ly half of the mothers were com- 
te in their recall of these data. 
acy was in contra- 


3ye 
weight devia 
Approximate 
pletely accura 


This high degree of accur 
distinction to the same mothers’ inability 
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accurately to recall information concerning 
such items as age of commencement of bladder 
and bowel training and whether or not the 
child was demand-fed. Robbins found that 
the mothers' recollections were more accurate 
than those of the fathers. She comments on the 
probable importance of parental intelligence 
for accuracy of recall concerning child-rearing 
practices and notes that inaccuracy of parental 
recall (especially by the mothers) in her study 
tended to be in the direction of the recommen- 
dation of experts in child-rearing. 


PRESENT STUDY 


Data on duration of breast-feeding were 
systematically collected duringthe years 1962-5 
from a total available population (Crisp, 1966) 
of five male and 55 female anorexia nervosa 
patients and their siblings and 60 control 
subjects (patients suffering from psychoneu- 
rotic or affective illnesses and matched with 
the individual anorexia nervosa patients for 
age, sex and social origins) and their siblings. 
On the basis of information from the literature 
together with the Present author's other 
findings (Crisp 1965, 
chologically, 
patients chara 
dependency 


They will sh 
comparison 


group of th 
sisters. 
These comparisons ma 
birth order and will be exa 
it. Compari 


y be influenced by 
! mined in relation to 
Son will also be made between 
reports of duration of breast-feeding of control 
subjects and reports of duration of breast- 
feeding of their siblings. Reported durations of 
breast-feeding may vary within the proband 
and control groups in relation to socia] class 
differences. The data will be examined from 
this standpoint. 


A. H. Crisp 


Collection of breast-feeding data 


Data were always collected from mothers of 
the probands and control subjects except 10 
two instances amongst the probands (nos. 
and 24), when it was collected from M 
mothers, and oneinstance amongst the eain 
subjects (no. 41), when it was collected from e 
aunt who had always lived in the same home = 
the subject. Data were not collected from "m 
male and eight female probands. Thus «i 
mothers of probands nos. 4 and 5 (male) sed 
nos. 52, 58, 59 and 60 (female) were dead. Pr Е 
bands nos. 44, 45 and 49 refused to allow ye 
mothers to be seen. Proband no. 54 j^ 
touch with her parents, who still live 
Central Europe. | 

The data Ads sometimes collected ae 
the initial interview with the Less - 
especially in the cases in the p conn Jater 
study, they were sometimes collected а 
date. The mothers were asked if 
recall the duration of breast-feeding, © k- 
was part of a general inquiry into к mothers 
ground of patients. The majority 0 he infor” 
were certain that they were recalling sal evi- 
mation accurately. This was particu ias 
dent when it was claimed that there mi 
breast-feeding. On these occasions ^ usually 
was generally offered by the pt she 
that a breast abscess had developed die not 
could not produce sufficient milk, ог i оте“ 
seem to satisfy the baby on the ore immed 
times they produced the information e to 
ately, but at other times, ји оће! 
reflect on it, preferred to discuss it W е 0007 
members of their family first nen refe! 
mitting themselves or else wished first avinÉ 
to records which they still preserve 
produced the information, they We 


ге alw? € 
hey c? 


invited to qualify it at a later date if es Me 
to doubt it. Some mothers an co" 
anxious to demonstrate their prec го 


lection of such data and the mother ^ ай 
band по. 34 was outstanding in this je e 
Throughout the interview she rema p. 
phatic that her four children had alW4) pe 
equally treated and favoured by het 
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husband and that they had all been adequately 
breast-fed. 
e were similarly collected from the con- 
ines of. subjects except that, when the 
e riim himself interviewed the mothers, 
cir. er were: made aware that the interview 
еони а special reason and were told by the 
for sil that the information was required 
bein vis purposes and was not regarded as 
E special significance for their children. 
Subjects in 12 instances the mothers of these 
tonin е пої directly available for ques- 
Was d y the investigatorand theinformation 
social ained by colleagues and psychiatric 
of in workers making home visits. The method 
Siew ion from these latter mothers was the 
i А except that the inquirer was sometimes 
the сан direct therapeutic relationship with 
ler ii than the investigator would have 
also e e majority of the control subjects were 
ilias m of the accuracy of their recollec- 
Some sometimes still had records available. 
mixed : breast-feeding mothers described 
toward eding, breast and bottle, especially 
eedin 5 the end of the period of breast- 
feni long as a mother reported breast- 
is ie half of the time or more per 24 hours 
Purposes counted as breast-feeding for the 
instances of the study. There were no reported 
reast- es of more or less equal proportions of 
sot s bottle-feeding lasting more than 
bus 8 апа the transition time from breast- 
Was us e-feeding or to feeding with semi-solids 
n bor ЦГ reported on as being a few weeks. 
Ting," mothers were usually clear in their own 
онч to when they had effectively stopped 
“Oincid вета their children and this usually 
sq Cd with the investigator's evaluation 
€scribed above) of their reports. 


Th Analysis of data l 

i iss data were almost always analysed using 
di cult of significance. Since there was some 
tinge Y in deciding whether the 2x2 con- 
San table ог McNemar's test for related 
ha ‘i 85 was more appropriate, both statistics 
Usually been calculated. The results irs 
nly 


Usy 
al 
ly Very similar and in these instances © 
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the former x? result is quoted. When P < 0-05 
then the results have been accepted as statis- 
tically significant. One-tailed tests have been 
used in all instances where firm predictions 
were made concerning the outcome. In all 
other instances two-tailed tests have been 
applied. 
RESULTS 


The data are shown in detail in Tables E, F, 
G, H and I of the appendix to the original 
thesis (Crisp, 1966), which is lodged with the 
University of London Library. 


Table 1. Mean duration of breast- 


feeding of all groups 
Mean 
duration 
of breast- 
feeding 
No. (months) 
Total probands 46 41 
Total control subjects 46 32 
Probands with sisters 
Probands older 10) зза 951 46 
Probands younger 14! 42) 
Sisters of probands 
Sisters younger 101 54 61| 57 
Sisters older 14! 5:41 
Probands with brothers - 
Probands older 121 la 4-1 
~ 14) 291 3:2] 


Probands younger 


Brothers of probands 
Brothers younger 


Brothers older 15 
Sisters of control 40 37 
subjects 
Brothers of control 42 35 
subjects 


* One proband has both younger and older 


sisters. 
т One proband has 


brothers. 


both younger and older 


In Table 1 in the present paper these data 
are initially expressed in terms of mean 
reported duration of breast-feeding of the 
various groups of subjects studied. It is evi- 
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46 anorexia nervosa patients 


Number of subjects 


011234561789 101 15 
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46 control subjects 


14 


Months of breast-feeding 


Fig. 1. Distributions of duration 
of probands and 


effect from its analysis, Two- 


Probands and control 


subjects, Fig. 1 and 
Table 2 show the numb 


ers of probands and 


of breast-feeding (as reported by the mothers) 


control subjects. 

^ 
ing of Р' 
Table 2. Durations of bragas fants y 
bands and control subjects: no saa 
with breast-feeding in the two group 


No. not d 
breast-fed g 
2 
Probands (46) 22 35 


Control subjects (46) 11 


as a 
Control subjects who were ee b 
having been breast-fed compare orted "d 
numbers in each group who were rep о " 
having been breast-fed. The snag v 
bands to be reported as having s contig 
frequently not breast-fed than t 224 
Subjects is statistically significant iled) „4 
and 435; d.f. = 1; p < 0.05, two-tai 40 "y 
Birth order. Excluding the tr ann 
children (who were first-born but t2 eks of "d 
from their mothers in the first few на tai, 
and adopted into families already © i alt” 
older adoptive children) and the iden 
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im Were 18 first-born probands and 25 later- 
МЕ и compared with 23 control 
"s m 10 Were first-born and 25 later-born. 
Qa ba IS not statistically significant 
The УР < 0-50, two-tailed). 
inline по had 14 older sisters in 14 
Sirm “ 16 older brothers in 14 families, 10 
tee T sisters in 10 families and 12 younger 
had 5, i 12 families. The control subjects 
robes der sisters in 16 families, 14 older 
femi 11 families, 15 younger sisters in 
families [s and 21 younger brothers in 17 
their red i 11 instances both probands and 
ar ~ €d control subjects were first-born. 
ho ha these 11 probands were reported as 
only Hie been breast-fed compared with 
report s of the control subjects who was 
Si SC as not having been breast-fed. 
X of the 18 first-born probands were re- 


_ por : 
Ported as not having been breast-fed, together 


dip dn the 25 later-born probands. This 
Teast-f ifference in reported frequency of 
анча. in relation to birth order is not 
моа У Significant (y? = 0-10; Р < 0:80, 
~tailed), 
mes Of the 26 first-born control subjects 
com i ice as not having been breast-fed 
Subjecn d With six of the 20 later-born control 
significa, This difference is also clearly in- 
Fi 7" Q? = 0:25; Р < 0:70, two-tailed). 
Probang and Tables 3-4 show the numbers of 
Porteg : and control subjects who were re- 
T mo as having been breast-fed for 7 months 
Wit и and 11 months or more compared 
Тероге © numbers in each group who were 
than ти аѕ having been breast-fed for less 
The у Months and 11 months respectively. 
the em for more of the probands than 
Breast ero Subjects to have had reported 
Statist; Seding for more than 7 months is 
de, _ ‘ПУ significant (y? = 6-17 апа 6-66; 
le E P < 0-001, two-tailed). — 
vhe to becomes less than significant 
In ten, ümbers in each groupare compared 
bet oF reported duration of breast- 
m being 11 months or more, or less than 
Таб Onths (y2 = 3.2; р < 0-10, two-tailed). 
* Bs Show that the distribution of 
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patterns of reported breast-feeding of the 
above two kinds is not greatly influenced by 
birth order. 

Probands with siblings and their siblings, 
When the 36 probands with siblings (excluding 
three adopted and one identical twin probands) 
are compared with these siblings in terms of 
whether or not they were reported as having 


Table 3. Numbers of probands and control 
subjects breast-fed for 7 months or more com- 
pared with those breast-fed for less than 7 months 


No. breast- 
No. breast-fed fed for 


for 7 months less than 
or more 7 months 
Probands (46) 
First-born 9 
16 
Later-born а 30 
Control subjects (46) 
First-born 2 
5 41 
Later-born 3} 


Table 4. Numbers of probands and control sub- 

jects breast-fed for 11 months or more compared 

with those breast-fed for less than 11 months 
No. breast- 


No. breast-fed fed for 
for 11 months less than 


or more 11 months 
Probands (46) 
First-born 4 5 41 
Later-born 3 
Control subjects (46) 
First-born a 0 46 
Later-born 0 


been breast-fed, it is found that 16 out of 36 
probands were reported as not having been 
breast-fed compared with 13 out of 38 siblings. 
The tendency for probands to be less frequently 
breast-fed than their siblings is not statistically 
significant (= 261 P 0:20, two-tailed). 
However, inspection of individual data 
(Crisp, 1966, Table E) reveals that no proband 
was reported as having been breast-fed in a 
family if any other siblings were reported as 
not having been breast-fed, whereas nine sib- 
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25 anorexia nervosa patients who have brothers 


Number of subjects 


27 "brothers 
i i 
| 
i 
Ц 
i 


v 


Number of subjects 


о; 


Months of breast-feeding 


Fig. 2. Distributions of dur 
brothers. 


lings (three sisters and Six brothers) in these 
families were Teported as being breast-fed 
whilst their sister probands were reported as 
not having been breast-fed. This difference 
between probands and their siblings is statis- 
tically significant (2 = T14; P < 0-01, two- 
tailed). 

The tendency for probands to be reported 
less frequently as having been breast-fed than 
their siblings remains the same when the pro- 
bands with brothers (Fig. 2) are compared 
with these brothers alone (x? = 1-92 and 2:67; 
d.f. = 1; P « 0:20, two-tailed). However, the 
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tendency is diminished when А 

with sisters (Fig. 3) аге oe ge gam 

sisters alone (xy? = 0:54 and 1'32; я 
T -tai t 

P « 0:5, two-tailed). "m ur E 


The finding (Crisp, 1966, Ta he? 4 
proband was reported as breast-fe ast 
brother in the family was not ast 


е 
whereas six brothers were г eported Prt 
whilst their sister probands were r У gpib 
not being breast-fed is statistically aile 
Q? = 417;df. = 1; P < 0:05, 190 he S$ 
similar finding in respect of three о pan 
siblings in relation to their sister P 


„А 
of 
в 


pei 
and t 

ation of breast-feeding (as reported by the mothers) of pr Балб others: 
» Younger probands and older brothers; Ш, older probands and younge 


Г 


AT 
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9 ci Vi i 
23 anorexia nervosa patients who have sisters 
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‘5 i 
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ae | 
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i 
Months of breast-feeding 


Fi 
B. 3. Distr 
- Dist Р 
istributions of duration of breast-feeding (as reported 
, Younger probands and older sisters; 


Sisters, 


Dot statist; 

Pe oa Ally significant (x? = 1:33; 841. = 1; 
e two-tailed). 

Праге | и probands with brothers are 
aed tendeno Е their older brothers (Table 5), 
a bog: or the probands to be reported 
p ches si tly as having been breast-fed 
ч 05 ignificance (y? = 4:17; df. = 15 
~ tien whereas when older 
s Ber bro S are compared with their 
“te being; thers, the tendency disappears, 
Porte Sli P nan patterns in the two groups. 
b, d mo tendency for probands to be re- 
Feast. feq Te frequently as not having been 
than their sisters is not greatly 
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by the mothers) of probands and their 


№, older probands and younger sisters. 


affected, whether younger probands with sis- 
ters are compared with their older sisters alone 
or older such probands are compared with 
their younger sisters (Table 5). 

Control subjects and their siblings. Table 6 
shows that the control subjects are not dif- 
ferent from their sisters or brothers in respect 
of frequency of reports of their having been 
breast-fed as compared with not having been 
breast-fed. This clearly remains true (see num- 
bers in parentheses in Table 6) when younger 
control subjects are compared with their older 


brothers. 


Social class and reported duration of breast- 
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feeding. Table 7 reveals that 50 per cent of the 
30 mothers of probands from social class I and 
II origins reported not having breast-fed their 
babies, whereas only 15-7 per cent of mothers 
of control subjects, matched for social class, 
reported this. This difference is statistically 
significant (y? = 6:08; d.f. = 1; Р < 0-02, 
two-tailed). 


Table 5. Durations of breast-feeding of 25 pro- 
bands and their 27 brothers and 23 probands and 
their 24 sisters* in relation to birth order: no 
breast-feeding compared with breast-feeding in 
the two groups 
No. not No. 
breast-fed breast-fed 
Earlier-born probands 
Later-born brothers 
Later-born probands 
Earlier-born brothers 
Earlier-born probands 
Later-born sisters 
Later-born probands 
Earlier-born sisters 


= самовоље 
= 
C оо oo -1 IQ ta co оо 


— 


* Excluding identical twins. 


Table 6. Durations of breast-feeding of control 
subjects who have sisters and brothers, together 
with these siblings: no breast-feeding compared 
with breast-feeding in the various groups 


(Figures in parentheses are numbers of later- 
born control Subjects who have earlier- 


born 
brothers and also the n 


umbers of these older 


brothers.) 
No. not No. 
breast-fed breast-fed 

Control subjects (27) T7 20 

who have sisters 
Their sisters (40) 12 28 
Control subjects (26) 8 (4) 18 (6) 

who have brothers 
Their brothers (42) 15 (5) 27 (11) 


Table 8 shows that, amongst the same social 
class groups, probands who were reported as 
breast-fed were also reported more frequently 
than were control su 


bjects as having been 
breast-fed for 7 months or longer. This dif- 
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ference between the two groups is statistically А 
significant (x? = 401; d.f. = 1; Р < 0:05 
yo-tailed). А 
The € data reveal that there n 
difference between probands and contro A 
jects from combined social class Ш, Оле. 
origins so far as reported absence yn ad 
feeding is concerned. However, the having 
reveal that the probands reported as „и: 
been breast-fed Гог 11 months or more 


i ro- 

Table 7. Durations of breast-feeding id is р 
bands* and matched control subjects D » m. 
class I and П origins: no breast-fee “> 
pared with breast-feeding in the two 8 

No. not ot fed 
breast-fed breas 
15 15 j 


E, = 
ој Ро ЙЩЕ 


Probands from social class 
I and II origins (30) Р 
Control subjects (30) 


ne 
* Excluding three adopted and о 
twin probands. 


25 
identi”! 


| 
niro 
and C? ed 


„лс repo" 
igins "eP | 
igi pf more 
ve beet 


* 

Table 8. Number of pee 

subjects from social class I or 1 pe E 

as having been breast-fed for 7 H En 

compared with those epon 

breast-fed for less than 7 months 

No. breast- 

fed for {пай 

7 months ¢ i олі 

ог тоге | 


" 
‚ brea’ 
= d fof 


Probands from social class 9 
I or II origins (30) 
Control subjects (30) 


one ! 
* Excluding three adopted and 
twin probands. 


и gent” 


р er 

; soif 
exclusively from these lower social 8, t Py 
although in this respect they а олії | 
statistically different from the 2 2 
jects matched for social class 
d.f. = 1; P < 0-10, two-tailed). Р 

The data also show that soc! a 
factor influencing the slight ove" н ойе? gol 
for probands to be reported mO" 
their siblings as not having = 
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Mori itissur : 
over, it is evident, in the small number of 


` pr dps 
Proband families concerned, that the finding 


itl e breast-feeding for 11 months or 
Social eon ли ви Iron 
their siblings. , IV and V remains true for 
ie in view of previous findings in the 
bui ion of birth weights of the same 
feedin = (Crisp, 1966), the present breast- 
Where, ata reflecting maternal reports of 
and the e not the anorexia nervosa patients 
analysed ры subjects were breast-fed are 
Weights, relation to the reported birth 
eei data (Crisp, 1966, Table H) 
Were tins able on 18 female probands who 
(ехо 0 not to have been breast-fed 
identical © two adopted probands and the 
not vallahi for whom birth-weight data were 
were repo €) and 24 female probands who 
month + ed as having been breast-fed for 
Broup мо onger.The mean birth weight ofthe 
Or the Were not breast-fed was 120 oz. and 
126 oz fh who were breast-fed it was 
higher bj ч tendency for probands with a 
een iue th weight to be reported as having 
Ower P dens more often than those with a 
nificant (0 weight was not statistically sig- 
Mik po om 2588] qu 18; йр 24; 2 = 
Солод D 27» two-tailed). 
om ве When female probands, for 
а were available, were compared 


With 
"th со : A : 
| ntrol subjects and with their own sib- 


'Ngs, th 
\ еге was а tendency for the probands to 


e reported b : 
y their mothers as not having 


e 
s il m more frequently than the other 
Ving b ere reported by their mothers as not 
trary to een breast-fed. This finding is con- 
Statistica” hypothesis. The tendency was 
Compared), significant when probands were 
isemog with control subjects. It was other- 
fe ls t marked and significant when younger 
Older be TObands were compared with their 
fingi. Tothers, and was in contrast to the 
nite E that younger female control subjects 
their of likely to be reported as breast-fed as 

"м der brothers, 

ther over-all tendency, for more of the 
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female probands to be reported as breast-fed 
for a longer period of time than the control 
subjects, was statistically significant and was 
most marked when prolonged breast-feeding 
was defined as breast-feeding lasting 7 months 
or more. However, the definitions of ‘pro- 
longed breast-feeding’ for the purposes of the 
present study were constructed after inspection 
of the data and were designed to elicit maxi- 
mum effect from its analysis. These results 
must therefore be regarded with particular 


caution. 
When the data were examined in relation to 


social class, then the statistically significant 
finding that probands were reported more 
frequently as not having been breast-fed than 
control subjects, was found to be mainly 
related to such reported differences between 
those probands and their matched control sub- 
jects from social class I or II origins. Addi- 
tionally, the statistically significant over-all 
finding of differences in reported duration of 
feeding for 7 months or more con- 
cerning probands and controls was found to be 
mainly а characteristic of probands and control 
subjects from social class I or П origins. 
However, the tendency for probands to be 
more frequently reported as having been 
breast-fed for 11 months or more was found 
to be a characteristic of those with social class 
III, IV or V origins, but this difference between 
probands and control subjects was not statis- 
tically significant. 

Birth order did not influence the frequency 
with which either probands or control sub- 
jects were or were not reported as having been 
breast-fed. There was à tendency for the pro- 
bands who were reported as having been 
breast-fed to be reported as having weighed 
more at birth than those who were reported as 


not having been breast-fed. 


breast- 


DISCUSSION 
ons into the validity of anam- 
rican mothers of the 
f their breast-feeding 
ections are already 


Investigati 
nestic reports by Ame 
nature and duration O 
habits show that such recoll 
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slightly inaccurate a few years after the child's 
birth. Again, upper social class parents were 
found to be more accurate in their recall than 
others. The parents in the present study, 
although mostly from such upper social class 
backgrounds, may have had particular con- 
cerns and anxieties distorting their recollec- 
tion of these data, as was similarly proposed 
concerning the birth-weight data. Equally, the 
present data have required a mean duration of 
recall of over 20 years for the present group of 
parents. Consequently, the data have only been 
analysed into broad categories of reported 
duration of breast-feeding. With these reserva- 
tions in mind, it was found that the probands 
tended to be reported either as having been less 
breast-fed or else as breast-fed for a longer 
period of time than their siblings and the con- 
trol subjects. This finding is in accord with 
Bruch’s observations (1940) concerning re- 
ported breast-feeding patterns of obese chil- 
dren butis contrary to Quaade’s findings (1955) 
on a group of Danish obese school children. It 
is also noteworthy that the studies of Childers 
& Hamil (1932) and Hill (1937) revealed an 
excessive propensity amongst their psychiatric 
patients who were reported to have received 
prolonged breast-feeding for traits of over- 
indulgence and for excessive preoccupations 
with gastro-intestinal tract symptoms and food. 
Although many clinical authorities have 
emphasized the importance of breast-feeding 
as an index of good mother-child relation- 
ships, this has rarely been examined critically 
and Ainsworth's (1963) study is one of the few 
which has made some attempt to measure the 
relation between the mother's commitment to 
breast-feeding and the child's subsequent 
health and development. It is therefore diffi- 
cult to place any interpretation on the over-all 
finding of diminished breast-feeding amongst 
the proband groups, especially since in the 
present study there was no further Systematic 
attempt to investigate the mother's expressed 
reasons for avoiding or abandoning breast- 
feeding. In this connexion most investigators 
Ieport that weight gain amongst groups of 
infants in the general population is similar, 


CRISP 


whether they have been breast- or botte = ) 
However, as Levin et al. (1959) ue bor. 
special factors may operate in indivi Ex e 
which dictate one or other type of fee cxt 
which may also have implications ve DB 
sequent growth and health of the in E presen 
all there was no clear relation in t opt 
study between birth order and io Howe 
sence or occurrence of breast-fee o “a 
ever, those probands with older - ving bee? 
much less likely to be reported as eden 
breast-fed than their brothers. rens V aves 
dency for the total group ad spec young 
greater number of older brothers t ost 
ones and to be different in this rape аше - 
control subjects. Many of wesp seer 
ported having always regarde 


ild. 
Е ured chi 
brothers as being the more etm of reporte 


—— 


notion that the greater frequenc de swa 
‘no breast-feeding’ amongst the iem possit | 
related to their high birth weights z ай iable 
therefore their greater and sans out b the 
appetites at birth was not чт z op 
finding that, amongst the pr t eit 
there was a tendency for those P ast 


E i 
lighter birth weights to be pe. night 
fed more frequently than thos' 
birth weights. 

The ic of rae higher 
having been breast-fed is mU Health u 
that found in the Oxford a а social € 
in the early 1950s, especially У со 
is taken into account (i.e. aa гап 
with 16 per cent amongst 50018 the incid? 
families). It is also higher than at the gene, 
reported by Shirley (1962) акеле In cont js 
population in the U.S.A. in 19 е р dor 
the findings amongst the ant si ings 
and the control subjects and m the maj 
similar to such findings. Althoug x й 
of studies on the relation of 


as 
reported 


one pale 
le-te" ic 

Health Survey found that jenen phy gie 
weighed more and were st ba | 
mature at 1 year of age than bre | 


Breast-feeding and anorexia nervosa 


ves eee attribute this to the more 
sui: n | consistently adequate nutrition 
thet ue with bottle-feeding. They also found 
iem pie rad was most prevalent 
"im: E ose infants who were weaned at 
of the we aes of age. Now the characteristic 
having be and group to be reported as either 
еы а breast-fed for а prolonged period 
fed from bs se to have been artificially (bottle) 
received а e start may mean that these subjects 
during eM Rae stable | and consistent diet 
Subjects ia year of life, unlike the control 
àving been = more frequently reported as 

Probably bei reast-fed for a few months before 
and rere SIng transferred to bottle-feeding 
tion to ^" to weaning at a later date. In addi- 
Such a e extra dietary upheaval involved in 
the Ра cess, it may also be that transfer to 
Ue to the at a few months of age is sometimes 

Of bre oa difficulty and inadequacy 
and other - ling. Studies with small mammals 
cated that гени (McCance, 1962) have indi- 
imes of п here may be critical imprinting 
Very сам Dow experience during their 
Patterns a ife, at which times subsequent 

» 9€come B feeding and nutritional intake 
o boo er Thus subsequent high 
eand high growth rate are associated 
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with high levels of nutrition in the early weeks, 
whilst subsequent low food intake and slower 
rate of growth are associated with restricted 
nutritional intake in those first few weeks. 
Mellbin (1962) has suggested that the situation 
may be somewhat similar in human develop- 
ment. 

If this is so, then the different nutritional 
experiences of the anorexia nervosa popula- 
tion, involving more consistent nutritional 
experience and probably greater food intake 
over the period of their first year of life, might 
be another factor shaping their nutritional 
status in life, including their growth rate. Thus 
this factor will sometimes be superimposed on 
a factor of a high birth weight (also pre- 
disposing to high growth rate), which has also 
been found to characterize the same anorexia 
nervosa population (Crisp, 1966). A high 
growth rate and attendant early pubertal and 
adolescent ‘obesity’ have been found often to 
be a premorbid characteristic of anorexia 
nervosa patients (Crisp, 1965, 1966) and have 
also been implicated by the same author (1967) 
as a psychosomatic aetiological factor in the 
illness, favouring its development rather than 
some other disorder, as à reaction to adoles- 


cent difficulties. 
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St Ап 
tony Abbot and the hazards of asceticism: an analysis of 
artists? representations of the temptations 


By R. W. MEDLICOTT* 


A bi m 
aca d giving details of St Antony 
Tesisted ED ic life and the temptations he 
temporar arse by his 4th-century con- 
th нии t Athanasius (Meyer, 1950). 
as conte i such subjects as this, the author 
Pictorial con practice of collecting as many 
and then E of the theme as possible, 
Similarities anng the collection to discover 
insights, ps interpretation and individual 
not only Sean lend to such classical themes 
time but als popular interpretations of their 
Conscious r o their own conscious and un- 
esponses. 


THE 
The HE STORY OF ST ANTONY ABBOT 
Story, very briefly, is of a wealthy 


youn Е 
8 Egyptian of the 4th century A.D. Who, 


> after th 
e death of his parents, became inspired, 


gave т 
life gf i тА his wealth and chose the ascetic 
= underwent t in the desert. For many years 
torme nt trial by temptation of the flesh 
Periods of nt by devils, and he spent long 
fasting à complete isolation in the tombs, in 
faileq ; nd in continuous mortification. He 
during ns attempt to achieve martyrdom 
ехала dioe d of the Christians in 
quireg Бу Maximinus, It is said the’ he 
© great n inner peace and that he lived to 
e m. of 105 years. 
tria] E an aspects of the story are those 
the ар. € fight between good and evil, and 
ards and rewards of asceticism. 


ас 


ће THE CONCEPT OF ASCETICISM 

Ww ini B . 

Е Ori Ord ‘asceticism’ is of Greek derivation 
ginally denoted the training undergone 


* 
Mea; 
Dunes tical Superintendent, Ashburn Hall, 


е 
in, New Zealand. 


by athletes or wrestlers to fit them for their 
contests. In Stoic philosophy it was the 
process of mastering the desires and passions. 
In Christian thinking it has tended to signify 
the training of the Christian for the vision of 
God by the renouncing of sensual desires. 
In its customary sense asceticism is associated 
with the renunciation of pleasure, especially 
that of sensual gratification. Asceticism may, 
however, also include the renouncing of the 
so-called worldly desires of success, comfort 
and all but the simplest material necessities. 


THE AIMS OF ASCETICISM 


The need for some disciplining of our 
sensual desires and our selfish demands for 
comfort and success is obvious and should 
not be classed as asceticism. Such discipline 
is essential for adequate individual and social 
living. 

Asceticism 
marked preferenc 


involves something more—a 
e for the spiritual with a 
devaluation of the other aspects of life. 
Asceticism is said to prepare the individual 
for spiritual development. Bosch's Prado 'St 
Antony’ (Plate 15) portrays St Antony after 
years of asceticism, as a man of God, serene in 
spirit and with his vision turned inward. Other 


aspects of this picture will be discussed later. 
Asceticism, in clearing the way for the 
spiritual life, favours regression. Controlled 


regression, Or regression in the service of the 
ego (Kris, 1953), plays a large part in creativity 
and is probably essential in all approaches to 
the imaginative realities of the inner world 
and, of course, to mysticism. The mystics 
speak of the ‘something’ which is inherent in 
the self and which, when discovered, is a 


stant light and source of strength. 


con 
9-2 
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THE HAZARDS OF ASCETICISM 


Asceticism involves both the individual and 
his society in many hazards. These hazards are 
not easy to classify, and the following classi- 
fication is offered with recognition of its 
inadequacies. 


THE GENERAL RELIGIOUS, PHILOSOPHICAL 
AND SOCIAL HAZARDS 
Dualism 
Because asceticism ordinarily denotes a 
choice between the body and the spirit it is 
always in danger of stimulating dualistic 
philosophies. In the strictly orthodox Christian 


rate entity but 
of the dangers 
nity has been 
€ doctrines and 
on outside the 
he ascetic calls 
1 material exist- 
ence’. The neoplatonism of the Middle Ages, 
€ ofall temporal 
n absolute God 
asy and in con- 
ualistic heresies, 
est portrayer of 
Franger (1952), 


as to be heretical in Spirit. 
The major heresies threat 


Г ening Christianit 
Spring from mainly easte : 


rn, non-Christian 
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systems which frankly view the material Н 
phenomenal world as evil or illusory. T 

Gnostic, Arian, Manichaean, Priscillian an 
Albigensian heresies all involved donit 
beliefs, and many practised the type Я 
asceticism which showed contempt for t 

body and the material world. 


Denial of the fulness of life 


The ascetic ideal conflicts with the pie 

ation of the potential fulness a uw n: 
i | maturity Wit 

achievement of heterosexua 1 d parent 
stable marriage, sexual satisfaction an P The 
hood are not ideals to be cast off ar the 
appreciation of beauty should not а why 
sexually attractive. One can only won elope 
Cézanne (Plate 3c) placed the well-dev' terna 
and beautiful woman with the г » 
breasts and the many children on the 
evil. Р [i 

Prudery springs from the den! ойу: 
fulness of life; it is а denigration of e not 
St Antony himself (Meyer, 1950) hat of hi 
bear his own nakedness, let alone is “reach £ 
companion. There is a story of his трапі 
а river on a journey, sending his cor = 
on so as not to see him naked, an dry 
à miracle, transporting the we the ri 
fully clothed to the other side "m pict! 
In the portrayal of the women 1n is nudity is 
of the temptation of St Antony thet 5 
often equated with evil, ty also sprint 

An undue emphasis on virginity ife lit р 
from a denial of the fulness of i и е be | 
cynically, Remy de Gourmont rem m 1108 
of all sexual aberrations perhaps 

eculiar is chastity. ;c jde? 
i Under the simal of the pp [^ so | 
flesh often becomes corrupted: s: А 
of the portrayals of the temptat!o оттур! y" 
even a pervasive sense of іга, jeads oy 
which seems to say that this wati tatio” o 
to putrefaction. A modern "Temi ne^ 
Albright (not reproduced) shows "i 


al of г 


the b 


lc 


the 


er? В | 


br f s 
philic corruption of sensuality. to be dy 

Some ascetic doctrines appear han life po | 
to the pursuit of death rather 5 of 


5 
Rougement (1962), in his analys | 


we 
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заці Isolde myth, shows very clearly 
seine d : Which create frustrations and 
cial im. ath rather than life have serious 
à plications. 
ioe eee represents, of course, one of the 
thar, on life-denying deviations arising 
fan th *ucism and is frequently portrayed 
5 ^ rustic interpretations. 
Nori. ascetic ideal the world is only 
creation pr i iin as a worthwhile 
Presented od's. Generally it is negatively 
ed as evil. 


ње Тће дета! of group responsibility 
im urine forgotten that man owes 
partici а. greatest achievements to group 
Selfish » ion. The ascetic easily becomes 
his M. ae and even arrogant towards 
his disci » St Antony (Meyer, 1950) taught 
tised "ua ^s that asceticism was to be prac- 
Close to the gain in after-life; this comes 
Society og selfish barter philosophy in which 
Philoso oo for individual gain. This 
fulfil "Phy also suggests that rewards and 
lent come from an authority whose 


attention is од: 
ion is gained only through extremes of 


mi 
Sery and suffering. 


THE INDIVIDUAL PSYCHOLOGICAL 
Ww HAZARDS OF ASCETICISM 

clam pont 9F not individuals turn to asceti- 
Practice Tum of psychological problems, He 

'ébereusc: asceticism in itself has widesprea 
hese re 108 On psychological functioning. 
8епега] reuson are discussed within the 
А of psychiatric theory. For 
erences = attention is focused on inter- 
ith ego functioning and distortions 


of drive. 


А Interferences with ego functioning 
ре on; Regression is undoubtedly the 
часц response of the ascetic’s ©80 in 

neinte from the material world with t З 
ion of sensual satisfaction in genera 


o 1 n 
Senital sexuality in particular. Regres- 
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sion in the sense in which it is commonly 
used involves a return of ego functioning to 
an earlier level of development. While this is 
undoubtedly true, the capacity of the ego to 
regress, at least temporarily, can have some 
positive results. With regression there can 
be a breaking up of surface ego rigidities and 
automatic habit formations. More impor- 
tantly, the potentially creative, primitive, 
deeper layers of the personality may be made 
available. Primary process and the infantile 
phases of omnipotence and omniscience are 
important aspects of the so-called deeper 
layers of the personality which have creative 
potentiality. In this way regression is probably 
a necessary phase in creative effort and in 
uncovering the imaginative realities of the 
inner life. It is certainly an integral part of 
any approach to mysticism. Kris (1953) 
stresses the importance of the preconscious 
in creative effort and speaks of regression in 
service of the ego. 

The dangers of regression have, however, 
been recognized from early times. The initiate 
to both magic and mysticism had to undergo 
very rigid training and supervision in order 
to reduce these hazards. It is easy, as a result 
of regression, for the individual to become 
nfantile rather than more mature. The 
-called inner truth is often 
close to the ridiculous. Regression favours 
defective reality testing, ego-splitting and even 
ego-disintegration, to be discussed in this 
section, and the distortion of drives to be 
discussed in the next section. 

Defective reality-testing. Regression can 
undermine the foundations of the individual's 
reality relationships. Denigration of common- 
sense reality is dangerous. As Goya said, ‘the 
sleep of reason breeds monsters". The 
monsters of Plates 1, 2, 3a and 4a amply 
illustrate Goya's contention. 

The ideals of asceticism are largely contrary 
to the ideals of reason, and when the individual 
undermines the foundations of commonsense 
reality he is in danger of substituting some- 
thing far less satisfactory. . : 

Ego-splitting. Weakening of the integrative 


more i 
sublimity of so 
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capacity of the ego, in part due to regression 
and in part due to denigration of reality 
relationships, leads to "splitting". In the 
religio-philosophical sense dualism is an ex- 
pression of splitting. In the personal sense 
there is the * we-they' split and the heightened 
sense of antipathetic ‘good’ and. evil’. 
Splitting to the degree often exemplified in 
asceticism is commonly accompanied by 
paranoid projection. The crafty emissaries of 
Satan and the lascivious temptresses are 
projections of the subject's aggressive and 
sexual wishes. St Antony had some sense of 
the projective nature of Satan's persecution. 
In an encounter with Satan (Meyer, 1950) he 
accuses him of persecuting the monks. Satan 
replies: ‘It is not I who annoy them; their 
troubles originate within themselves.’ 

The pictures illustrating the ‘Temptations’ 
show classically the splitting of the female 
into the good, loving, succouring mother or 
the virgin on the one hand, and, on the other 
hand, the lascivious temptress or destructive, 
witch-like female. Ernst (Plate 4a) directly 
portrays both these aspects with an idealized 
woman or virgin set on a pedestal and a 
voluptuous temptress embedded in the turbu- 
lent scene. In reality, splitting does not protect 
man against woman, as the idealized woman 
is also potentially destructive. Praz (1960) 
and de Rougement (1962) state clearly that 
the woman who is idealized is also the femme 
fatale. 

Ego-disintegration. In regression to the 
depth of major mystical experience reality- 
testing is jettisoned, ego boundaries fade, 
‘identity’ is lost in the ‘encounter with 
nothingness’, and the individual merges into 
some ‘cosmic unity’. The author (Medlicott, 
1966) maintains that when the ego is unable 
to carry out its function of integration, of 
reality-testing, and of controlling behaviour, 
the individual is psychotic, irrespective of the 
duration of this failure, Some mystical and 
ecstatic experiences could be classified as 
brief psychotic episodes. St Antony un- 
doubtedly went through periods of delirious 
hallucinosis. There is very real danger that, 
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i icism can at 
in favouring regression, asceticism can k 
4 А -disinte- 
times lead to serious psychotic ego-dis! 
gration. 


Distortions of drive 
Alterations in goal with blocking of € 
outlets, especially in genital sexuality, e 
the ascetic, lead to various distortions е € 
In addition, regression to oral and ana зе 
of personality functioning in eque 
of course, to distorted drives. A — 
descriptions of these distorted drives о 
they are described as follows. — 
Masochism. The pursuit of cin e 
readily deviate from its acknowledge asrchisti 
goal and degenerate into obtaining m salle 
satisfaction from renunciation ind he 
mortification. The very act of morti ? (1945), 
flesh becomes, according to Posse alit 
a distorted expression of the HM “и mày 
and gives a masochistic pleasure. ing miser? 
as well be pleasure from ака: may 
and in males the ideas of being va feminine 
be a distortion of the idea of having 
sexual experiences. А 
The dures of linking love рта : 
are extensively discussed by de mal 
(1962) in his analysis of the И Йой 
myth. He shows how the romantic 
love or passion sprang from 
chaean dualistic heresy. Love 
companions. This fascination 
basically masochistic and is des 
vidually and socially. Evans 5m n 
believes that behind the neurotic dainfu n 
love in which the object is cold, dis isti? 
unattainable there lie deep-seated 
wishes. The lover seeks suffering Гог 
= . ing » 
gm of pregenital мате genit 
previously stated, the apap aym o | 
outlet in asceticism tends to real’ pt yj 
and anal levels of functioning. 3 of 
uncleanliness is a good et 
regression. St Athanasius ( tis 
reports that he never nue et 
even put his feet into water un e . al 
necessary. The amount of cru 
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a ' 
те occurring in so many of the 
о a e isan outstanding feature. 
grossly = demons (Plate la) exhibit 
flagrant Benet and anal features. The most 
is seen о еб, odas неро aggression 
(Plate 25), amous Callot "Temptation" 
a the emphasis at the pregenital 
term is ue m and anal functioning, the 
are pres Тре as conceptions of genitalia 
isexual, e : $i pregenital phase is in fact 
Oth male si “ae being endowed with 
can be seen cl emale genital features. This 
9f demons ire in most representations 
he ee Temptations’. 
COP das: _Pregenital aggressiveness 
in the А Ааа. is frequently expressed 
Shown in а fantasies so clearly 
emptations* ^ of the portrayals of the 
и and omnipotence аге com- 
bvelonment S. with the pregenital phase of 
eXperience of ense of great knowledge, the 
cature of m absolute truth or reality is а 
Romper ee regression, and is often 
Аз Fenich by a sense of great power. 
ascetic prid el (1945) says, the analysis of 
Self-sacrifice regularly exhibits the idea of 
Patticipatio, for the purpose of regaining 
Nyself for "s in omnipotence: ‘I sacrifice 
ess of the € great cause and thus the great- 
man of cause falls on me.’ The saint 1s a 
Antony ENS The Lord promised to make 
Mit of his mous everywhere and, at the sum- 
itaculous hear St Antony was performing 
er wild ealings, had mysterious powers 
Prophet атн was clairvoyant and а 
а result. he idea of supernatural power as 
SE Cours of ascetic practice is common and, 
he пе Potentially dangerous. | 
ed сано rn of the repressed and substitute 
“tious th ns. Asceticism presents its most 
осо "reat, both to the individual and to 
тер, У either through the return of the 


essed ; я 
telea 5289 in distorted form or through the 
te 


mo 


Big, frustrated drives in substitu 
tiv, "ons, To the individual, repressed 
ess ОГ 


May i 7 : 
ay increase inner destructiven 
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be acted out in self-destructive ways. To 
society such repressed drives may be projected 
in misogamy and persecution. 

Love in pursuit of the ascetic ideal may be 
converted into the love of God or may be 
fused with pregenital aggression into the 
inner destructiveness of masochism or the 
outer destructiveness of sadism. Many of the 
portrayals of the ‘Temptations’ abound in 
sadistic fantasies which, no doubt, serve as 
substitute gratifications in place of erotic 


fulfilment. 


GENERAL ASPECTS OF THE ARTISTS’ 
INTERPRETATIONS 

So far the writer has sketched the story of 
st Antony and discussed the aims and 
hazards of asceticism with only brief reference 
to significant artistic interpretations. In order 
to complete this study it is necessary to review 
concisely the general handling of the theme 
the centuries. 
tudy (Medlicott, 1961), the 
author found that by taking the birth dates 
of the artists whose responses to the * Tempta- 
tions’ he was able to view, he could group 
them into different series according to eras 
of time. The nature of the response in each of 
these series could be interpreted as represent- 
ing the force of the ascetic ideal in that era. 
It will be appreciated that there were a few 
artists whose work was not typical of the era 


in which they lived. 


by artists over 
In a previous $ 


Table 1. Birth dates of artists 


No. of 

Series artists 
1 1300-1400 3 
2 1400-1500 16 
1500-1600 8 
1600-1700 4 
3 1700-1800 2 
4* 1800-1900 14 
1900-1925 6 
Total 53 


* Commencing 1825. 
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Table 1 shows the disposition of artists 
according to birth dates. It will be seen that 
there is a sudden rise in the 15th century. a 
gradual falling off over the next two centuries, 
with an almost complete neglect of the theme 
in the 18th century. There were no artists in 
this series born between 1800 and 1825, so 
that there is the second sudden rise between 
1825 and 1925. The grouping into the four 
series discussed below is made primarily upon 
the apparent force of the ascetic ideal in the 
respective eras. | 

Series 1. These pictures are by artists born 
in the 14th century. It includes Fra Angelico 
(1387), Orcagno (1310) and Sassetta (1392). 
The ascetic ideal, while represented, does not 
appear to have any great influence on these 
artists. While some of the pictures are very 
beautiful, there is an absence of sensuality, 
and the demons are not frightening 
creatures of the imagination as in the next 
series. 

Series 2: the witch-hunting era. These are by 

artists born from the beginning of the 15th 
century to the end of the 17th century. The 
use of the term ‘witch-hunting” for such an 
extended period is perhaps open to criticism, 
but if one includes a morbid preoccupation 
with Satan and demons it commenced in the 
15th century and reached а peak following 
Sprenger & Kramer's (1485) Malleus Mali- 
ficarum. Tt raged through the 16th century 
only to lose force in the 17th century. This 
Series is opened by Martin Schongauer's 
famous engraving (Plate 1а). The series con- 
tains the greatest portrayers of the "Тетрга- 
tions’: Schongauer (1430), Bosch (c. 1450), 
Griinewald (1480), Breughel (1520) and 
Callot (1592). It also includes such artists as 
Bartolommeo (1475), Bles (1480), ‘Ней’ 
Breughel (1564), Carracci (1560), Cranach 
(1472), Crivelli (1430), Duenwegge (c. 1500), 
Dürer (1471), Huys (1545), Jacobsz (1494), 
Mandyn (1502), Magnasio (1677), Marmion 
(1425), Massys (1465), Michelangelo (1475), 
Parentino (1437), Patiner (1475), Richaerts 
(1470), Rosa (1615), Salvoldi (1500), Teniers 
(1582), Tiepolo (1690), Tintoretto (1518), van 
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Wignen (1661), and several unidentified 
painters of the same period. me 
Martin Schongauer (Plate 1a) aia 
Antony carried into the air and m 
by frightening demons. These ipa 
part human, part animal and past won 
They can be said to represent [gs mts 
regression with exaggerated oral aggressi heit 
and, in one case, anal eR CaS od 
bisexual nature is obvious, and the yen 
confusion is heightened by the ми a 
aperture of one of them. The top re и 
creature represents а hideous cari Plate 22) 
the female. Bosch's Lisbon Triptych ( pulsie 
contains a wealth of detail: witches, T я 
demons, a monk with rotting n of the 
severed foot, a dagger sticking OU 


tsi 
vario 

re, and emer 

abdomen of a part creatu studied 1” 


iling 


and earthly horrible and obscene. The $ 
is extreme with its multiple ата 
Sadomasochistic fantasies dede b ok 
Prado ‘Temptation’ (Plate 10) utiful, with 
ground is generally calm and bea all mainl 
Satan’s intervention reduced to sm alm. wit 
mechanical creatures. The И as pict" j 
his gaze turned inward. Althoug ascetic m 
expresses the artist's view of the rning 

it is achieved at the expense of tu 


Jier isbo” 


jit- 


. ins. 
ting into part objects ашан suggest © 
cleaver and the raised hamme a 


the sadistic motive is not lost. v Er 
represented as quite unconcern rged in M 
fate of the figure being paie d 
river. Compassion does not APP tu ad 
quality of the ascetic. Callot’s P of ога! "i 
2b) can be described as an orgy d 


me” uc 
anal aggressiveness of the most rim "m 
with both mouths and anuses pam a feat af 
tion. Sadistic anal penetration is 4 int ap jy 
The nude female behind the ga the У 
frightened rather than tempting. a 
demon (reading from a book 


«gpl 
e f 


Saint Antony Abbot and the hazards of asceticism 


d pins with its pregnant belly is a 
Due 5 caricature of pregnancy. 
Sive ie. и (Plate За) illustrates the regres- 
Of the thre al nature of the artist's conception 
large bre atening devil, horns, tusked mouth, 
tusked име abdominal face with another 
female eum which probably represents the 
Sin ita The figure is part human, 
castrating а Sexuality is represented as 
Not Sliver ang destructive. The breasts, while 
armeq m ON at least, not aggressively 
Sentations rwr nipples as in some repre- 
Seas x the ‘Temptations’. 
Pictures are the era of rationalism. These 
Century а n artists born during the 18th 
Centur E: the first quarter of the 19th 
half =: though this era is just less than 
Only iin, Ni the previous era, it contains 
It mi S ein as against 28. | 
argely a be said that in this period, which 
Teason а to the age of rationalism, 
Sting. as awake and evil had lost its 
I : 
35) thee Painting by Delaroche (1797) (Plate 
трёп ee an absence of demons, and the 
than das emales are buxom and earnest rather 
ngerous, 
find in P Other picture the author could 
9f the Ron Series was an obscure caricature 
that thea Plation scene. Both pictures suggest 

Y by | Sceticism was not taken very serious- 
With ¢ artists, who appear to side tacitly 
Warm Sane ia the female as attractive, 

Series Pr АННУ creative. — 

Y artists | the modern era. These pictures are 
6 ene born since 1825 (actually between 
Century n. MS In the latter half of the last 
Interest į ere was a sudden resurgence of 
(1839) In this theme with pictures by Cézanne 

nee (1840) and Ensor (1960). and 
sts in ке has been maintained. Other 
Yrton ИВ period include Albright (1897), 
Bo ко 921), Berman (1899), Blane (с. 1850), 
(1913) те (1881), Carrington (1917), Clot 
(1857), Dali (1900), Delvaux (1897), Dolman 
Cupit Dwiggins (с. 1880) Ernst (1891), 
(211 (1906), Low (c. 1880), Moreau 

» Pippin (1888), Rattner (1895), Spencer 


art; 
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(1892), Tanning (1916), Willette (1855) and 
two anonymous artists. 

Flaubert, although born in 1821, just four 
years prior to this period, is so intimately 
connected with the 19th- and 20th-century 
involvement in this theme that he must be 
included as a literary inspirer. His first version 
of the St Antony theme (Flaubert, 1849) is 
highly subjective, despising of sensuality, and 
has a strong sadomasochistic colouring. With 
Flaubert’s other works it suggests a fear of 
sensuality and a distorted view of sexuality 
and the relationship between man and woman. 
Similar distortions characterize the work of 
the majority of the artists of the fourth series. 
Cézanne’s portrayal (Plate 3c) shows St 
Antony struggling with Satan and a well- 
formed nude woman who is surrounded by 
children. The nude woman no doubt repre- 
sents sensuality but, as stated earlier, it is 
difficult to understand why she, with her 
many children, should be placed on the side 
of Satan. Cézanne was apparently strongly 
fixated on his mother, had a fear of sensuality, 
and his one sentimental adventure with 
Hortense Fiquet appeared to have been 
disappointing. 

Max Ernst’s ‘Saint Antony’ (Plate 4a) is in 
the tradition of Griinewald. Ernst said of 


the picture: 
Shrieking for help and light across the stagnant 
ick soul, St Antony receives as 


water of his dark si 
an answer the echo of his fears: the laughter of 


the monsters created by his visions (‘BelAmi’, 


1946-7). 

Monsters of all types and spiders take 
part in the scene, and in the background he 
shows classically the splitting of the image 
of the female into two figures. High on the 
al is the clothed figure of woman 
joned before, embedded 
ene, is a nude, 


(Plate 45) said 


редез! 
exalted, and, as ment 
in the turbulence of the sc 
voluptuous temptress. Dali 


of his interpretation: 
s in the clouds the paranoic hallu- 


cinations of his temptations. Elephants carrying 
on their backs erotic fountains, obelisks, charities 
and escurials. The elephants stride on almost 


The hermit see: 
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isible legs of spiders of desire. With out- 
etched arm the Saint bears his cross to exorcise 
s vision (‘Bel Ami’, 1946-7). 
The procession is headed by a rearing 
rse with bared teeth, no doubt representing 
neurotic fear of the instincts. By showing 
the desert the figure of a lurching man 
proaching a woman who is holding him off 
h a cross, Dali departs from the classical 
rtrayal and suggests that woman can be 
eatened by male desire. The tiny figures of 
‚ parent and child lost in the desert are 
rhaps a commentary on the ascetic life. 
e monastery in the clouds is supported by 
firmer foundations than the tempting 
sires. A high proportion of the modern 
rtrayals of the ‘Temptations’ resemble 


vividly the pictures of the second d 
might well be said that in spite of a ke 
veneer of materialism this last hundred d 
appears to have been a religious age T " 
works and terrible atrocities comparas if 
the Renaissance, the Reformation an pu 
witch-hunting of the latter half of TE 
century, the 16th century and the first deat 
the 17th century. As in that era, the mde 
ideal is again prominent. With the et 
cence of asceticism, the old dualistic E: d 
of good and evil, male and eur nr 
prominent. Normal sensuality an a а 
enduring relationship between j^ selfish 
woman tend to be replaced either by 
excesses or by an ascetic condemnatio 
sensuality. 


— 


n of à 
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The magnetic cure 


By RAYMOND ре SAUSSURE* 


у 
ао Е write оп the history of 
the Gene авн they generally dwell on 
пава quu ee regarding the mag- 
Whether it in an endeavour to ascertain 
esmer) Fe a sort of material force 
eleuze) p spiritual force (Puységur and 
| Another why a sense (de Villers, 1787). 
tion js Wide lem which attracts their atten- 
Tom the m SE the healing power emanated 
esmer et ipod or from his subject. 
e first h is immediate disciples adopted 
de Villers ypothesis (with the exception of 
treatment to m attributed the efficacy of the 
Seherations : therapeutic relationship) and 
„Ле Success s magnetizers have shown that 
agination 1 the treatment depends on the 
Subject. The (later called suggestibility) of the 
Spent a Io Abbé de Faria, a Portuguese who 
Advance Pi time in India, was the first to 
*rtrand es latter view, followed up by 
&Xtent, Cha eneral Мое, and, to some 
Ucted a se грівпоп апа Liébeault, who con- 
ith the ec of experiments to prove it. 
Propose 1 collaboration of Dr L. Chertok, 
istor о illustrate some other aspects of 
| object ~ of magnetism, i.e. the evolution 
Covery m. n the progressive dis- 
те of e unconscious and the accomplish- 
ePressed a cure through an awareness of 
bee de elements, all these subjects having 
Preus ens during the 19th century, before 
. Чай er 
did 5 4 People practised magnetism: 
cause they had found by experience 


some 


* 
Te 

b Wie 2, Geneva, Switzerland. . 
ae writ er to simplify our task, both in the 
pis artic] ten by Dr Chertok and myself and in 
IN it hen we have quoted only French writers, 
Storia Ould be extremely interesting if other 
М NS Were to describe these development? 


On. t 8 И 
Маа English and German magnetizers ап 


that they could help the sick. However, the 
made no effort to establish the optimum rule 
governing their treatment; others were in 
terested in the parapsychical phenomena pre 
sented by some somnambulists. The latte 
often allowed themselves to be duped b 
their subjects and finally discredited magne 
tism in a way which it did not merit. 

We shall therefore distinguish  betweer 
magnetism in general and the magnetic cure 
the principles of which were described a: 
early as 1784 by Puységur. Deleuze formulated 
strict rules governing the cure, particularly 
in his works published in 1819 and 1825. 

The first of these rules is that one must 
magnetize only to cure and not just for 


musement or for experimental reasons. The 


a 
reatly according to the 


outcome could vary g 


purpose. 


The second rule is that the treatment must 


be stopped as soon as the patient is cured. 
This rule is all the more easy to apply as the 
patient himself announces the symptoms 
which will precede the end of the cure and 
demands that thereafter he no longer be 
magnetized. Deleuze, Gauthier and Charpig- 
non emphasize the need to observe this rule, 
saying that if the patient is put into a somnam- 
bulistic state again he will end by mingling 
his natural condition with his ill one and will 
s become confused in his everyday life, 


a chronic patient.* 
of that time therefore 


ling by magnetism, which 


thu 
finally turning int 

The hypnotizers 
rightly spoke of hea 


* All 


good magnetizers have been struck by 
the fact that the cu 


те occurs suddenly and without 
convalescence. “Anyone who is no longer sick 
and yet continues to have himself magnetized 
can be forewarned that he is deliberately ex- 
changing à good situation for a bad one and 
that he is exposing himself to illness for the 
pleasure of being ill’ (Gauthier, 1840, p. 303). 
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they distinguished from magnetism as then 
currently practised, the aim of which was to 
demonstrate extraordinary phenomena. These, 
in most cases, were no more than means 
employed by the somnambulists to attract 
attention to themselves. 


CONDITIONS FOR UNDERTAKING TREATMENT 

While Puységur accepted and magnetized 
any patient who came to him, convinced as 
he was that he could do him only good, 
Deleuze quickly realized that it was just as 
dangerous to stop the treatment after the 
relief of a few symptoms as it was to prolong 
it more or less indefinitely. 

In fact, many patients, satisfied with the 
disappearance of a symptom or disappointed 
at not having been cured at the first session, 
failed to return for treatment or came back 
only several months later when their symptoms 
recurred. Deleuze therefore made a distinction 
between symptom and disease. For him, it 
was important to cure the latter. He conse- 
quently drew up some rules which are not 
dissimilar to current psychoanalytic procedure. 

In Mesmer’s day, just as after the Napoleo- 
nic wars when magnetism was rediscovered, it 
was a widespread custom to practise before 
an audience, which was at times sympathetic 
and at times sceptical. In any case, such an 
assembly interfered with the therapeutic 
relationship. 

Puységur, though meaning well, not only 
hypnotized his subjects before former patients 
who had been cured, but also requested the 
advice of the latter. This completely falsified 
the therapeutic relationship and often led him 
to prescribe strange medical treatments which 
brought magnetism into great disrepute. 

Deleuze accordingly decided to treat his 
patients only in private sessions and demon- 
strated exceptionally before students who 
were to learn the treatment. 

When approached by a patient, Deleuze 
would ask him for an undertaking to continue 
treatment for at least six months. Then he 
would make the relatives and spouse, if the 
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nter- 


somnambulist had one, promise not to на ~“ 


fere and interrupt the treatment, even 1 e 
patient's condition seemed to have d 
ated. Experience had taught him iint 
patient would necessarily pass through < wall 
crisis periods, during which comple dt 
control and confidence in the treatmen iet 
essential. Everyone concerned thus ach 
to expect and was therefore more inci 
it. е". 
ue felt that it was dangerous to pr^ 
rupt a cure before its conclusion, M et 5 
knew intuitively that the symptoms ве 
kind of catharsis which would last un 
complete regression of the patient. llowed ¥Y 
In contrast to the procedure s mt ise 
Mesmer, the question of fees 2 n magit" 
Puységur, Deleuze and many ot x this 
tizers of that time charged no fees, nist 
probably enhanced their patients 
vards them. 
gc however, mule os 
only when he felt that it would ne as: 
while results. He writes in his 2151 | 


atment 
orth 


If his action is to be effective, wie 
must feel attracted towards. the А > ] 
patient, take an interest in him, Pleviate w 
desire and the hope to cure gree cers 
suffering. Once he has taken a st regat 
this he will never do lightly—he uem ra 

person he is magnetizing as à brot ill not 7 
and be so devoted to him that he W imself- 
what sacrifices he is imposing upon 


che 
be atta! " 
No great importance should ing bye, 


induci 
to the procedures employed for pn ing I^ 
nosis. Deleuze usually began bY aking г. 
patient's thumbs and then m о! 
mesmeric passes from the fore ня 
feet. Sometimes he touched the Len atish 
making passes; sometimes Пе ја 
with making the passes an 11С 
the patient's body. 

Once the patient was as 
ask him if he felt comfortable, 
could see inside his body ES " 
meant: did he feel it), if the ante И : 40 
that one of his organs was dis ne wa 
could foresee what symptoms 


ul 


Deleuze "n pe 
leep. then abl! 


eee 


The magnetic cure 


code these symptoms would occur 
After csi could bring him relief. 
Would ferl ие sessions а somnambulist 
This BHL airly readily to these questions. 
Certainly appear to be pure charlatanism. 
bulists y img magnetizers and somnam- 
that a pati ormed in this manner. The fact 
dab en Sel DE of his illness 
certain 5 of autosuggestion or of presenting 
State, ае implied that, in such а 
gifted um e foresee the future and was 
In fact varieties of second sight. 
involved petes. simpler phenomenon was 
y Tienen ^ limits were fully understood 
State, the e id n sleep, as in a somnambulistic 
Patients và oscopic faculties are heightened. 
Fin do dream that they have tonsillitis, 
a few hou is or some other illness, and then 
egin to = or days later these very symptoms 
а similar дама In the somnambulistic state 
маай a as MUI takes place, but it 1s 
Telationshi by the fact that the therapeutic 
and Миа induces the patient to regress 
experienced i. symptomatically conflicts he 
rather striki in his childhood. It is indeed 
Presented ing that most of the symptoms 
quently į are those which occur most fre- 
followeq po. early childhood: constipation 
“Onvulsio y diarrhoea, vomiting, headaches, 
cesses. T breathlessness, hiccoughs and 
resembles reatment by magnetism thus 
fale treatment by psychoanalysis, but 
Somatic и instead ог being verbal, was 
Oms Prob e patient regressed to the symp- 
h Suffe ably resulting from traumatizations 
пашт red а a child. He did not relive the 
ba ean because the magnetizers for- 
Secrets ee to reveal any personal 
» believing, at that time of Putitanical 


ro 
щ Cism, that such confidences were 


есе е 
| thej, ое Thus the patients could only relive 


eir 
and пи ecu A little reflexion on the social 
Sg, 298100 conditions of the time should 
"hit ге US to understand what traumas those 
T "ај Must have suffered. 
dove ye masochistic catharsis of symptoms: 
“Ассы " would probably not have been 
У had it not been for its sadistic 
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counterpart. The somnambulist, in order to 
be cured, asked his magnetizer to come and 
make passes over him at midnight or one 
o'clock in the morning, and the latter was 
frequently forced to tire himself out for hours 
on end by this very fatiguing method in order 
to calm his patient. 

It would seem as if the child, in the grip of 
his night-time terrors—often evoked by primi- 
tive scenes—did not receive the help that he 
needed and now found it through this sado- 
masochistic release, during which he would 
experience painful diarrhoeas and vomiting. 

The magnetizers were aware that they had 
to accept the masochistic role imposed upon 
them and that they had to meet all the 
demands made upon them by their patients. 
Charpignon, for example, writes: 
Confidence in the patient's lucidity is so in- 
dispensable to the magnetizer that without it he 
may endanger his patient's life, for if he wishes 
to change the patient's prescriptions he completely 
upsets their effect...once confidence has been 
acquired, the magnetizer must irrevocably become 
the slave to the wishes of the somnambulist, who 
prescribes a certain treatment. We know to what 
e are sometimes perplexed, for in cases 
of serious illness somnambulists often request à 
treatment quite contrary to the practices of 
classical medicine and which, according to all 
the rules, should inevitably cause the death of 


the patient. No compromise is possible; the 
must assure himself that he has the 


extent Wi 


magnetizer t 
necessary moral strength before undertaking 
treatment by magnetism, as well as assuring 


himself of the lucidity of his patient (Charpignon, 


1840, p. 209). 

This text is all t 
the author practise 
that he employed mag 


cases. | 
In fact, if the phenomena involved were 


merely fortuitous and not regressive, it is 
difficult to see why the treatment should end 
at a specific moment at which the individual 
felt himself cured. This symptomatology, 
therefore, certainly had a meaning: it was 
a sadomasochistic catharsis expressed through 


psychosomatic symp 


he more impressive in that 
d medicine at Orléans and 
netism only in rare 


toms. 
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The magnetizers of that time were fully 
aware of the danger of the cure's becoming 
erotic. In Mesmer's day anyone could practise 
magnetism and a number of adventurers 
became attracted, with the result that there 
was an outburst of eroticism (at the com- 
munal treatment sessions around the magnetic 
tubs). Societies were consequently founded 
to initiate magnetizers into the profession. 
They received diplomas when they had ac- 
quired the necessary experience and when the 
society was sure of their good moral standing. 

One of the methods of avoiding the eroti- 
cization of the treatment was to question the 
patients only about their physical symptoms 
and to insist constantly that the treatment 
be given with patience, goodwill and com- 
posure. The magnetizer was called upon to 
sublimate himself, whereas the patient vented 
his eroticism in a regression of his symptoms. 
In the works of Deleuze and his pupils we 
often find warnings against eroticization and 
any mystical exaltation which diverts the 
patient from the curative purpose of magne- 

tism. 

Deleuze writes (1825, p. 129): 


Other patients detest examining their illnesses 
and the consequences which may follow, while 
others again seem to care little about being cured; 
they believe that their soul will be happier when 
it is freed from their body. The magnetizer, instead 
of being amazed at this Sort of elation, must 
use all his will-power to Stop it and make the 
patient confine himself solely to his health. 


For the historian, the lack of anamnesis, 
particularly concerning the patients" child- 
hood, is a disappointing gap, preventing him 
from providing absolute proof of the hypo- 
thesis we have advanced. However, in the 
case histories of patients we occasionally find 
some facts which Support our views, and we 
will examine these in the Second part of this 
article. 

Before passing on to the case histories we 
would like to draw attention to the fact that 
hundreds of sick persons have been cured by 
a method which was not based merely on 


pure suggestion, but embodied a precise 
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i i to 
technique indicating not only what e. 
be done but also the errors which could 
to failure. 
Deleuze asserts: 


istake 
The person magnetized will make no ber 
either in announcing an attack or in in wen 
a remedy, or in describing the effects de a 
remedies can produce; however, he a ad 
give you explanations which ee ву in 
ridiculous the more interest you rp tou 
listening to him. It is not to iie eie еб you 
that you question your patient, "es your 
should have no doubts, and if you E is it 
magnetizing would be very bad. er d n3 
to satisfy your own curiosity А; t vou from 
questions, because that would diver! Tally it 
the main objective (effecting a нр појаву 
is not to gain knowledge of a phy 


anything 
А se апуб! 

anatomical ог medical nature, becau y to im. 

о 

cessary “ 

let hi5 


jf he 
him 


starts talking about absent aret 
back to matters concerning oa * -> 
expressing astonishment at his facu У 
sight and without seeking further P 1 
faculty. m 
These are the words of à pe knows 
speaking from experience and a 
that everything must be set 1n t ations 
the illness and of the meum tT e i 
The only thing he lacked was fc success о 
the dynamic process on which t | 


his therapy was founded. 


con 


s OF 
TION 
PSYCHOANALYTICAL INTERPRETA 


TWO CURES BY MAGNETISM p centi 

Medicine in the first half of the p that! 
is so far removed from what it = p T0 
is always difficult to commen сеѕ5015 of 
observations made by our puer cast by 
do so is even more difficult 1n act cd 
magnetism, which was often Pa die; 
men who had no knowledge 9 mag p 
One of the services rendered 2 izers? 
to our profession was that the mag in 
lished lengthy observations pem ases 
months. Unfortunately, in mos 
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Tecord Я 
ће =. sessions dealt more with what 
е felt. Some ulist foretold than with what 
us to oe however, permit 
anamnestic [a itute indirectly, despite the 
culties experi cunae, the psychological diffi- 
We жа ienced by the patient. 

described bs in for study two cases 
of Medicis ee de Résimont, Doctor 
correspondin of the Faculty of Paris and 
"Emulation ; pen of the Société Médicale 
Somewhat e Lyon. Résimont, though 
oes not s ritical regarding certain facts, 
followin seem to have been a fanatic. The 
ook mi is taken from the preface to his 

nimal magnetism (Résimont, 1845): 


Nor а 
eta tare that the coolness of many 
at some — magnetism results from the fact 
facts, claimed usiasts, carried away by a few 
Would е that it would supplant medicine 
Such a dias eee it. As far as I am concerned, 
Огапсе of th es no more than reveal the absolute 
of jud ose who made it and their complete 
ese ae 
benen 08 are neither doctors nor 
d know св for otherwise they 
9 Cine, The at magnetism cannot supplant 
Omplete th, У would know that medicine, in- 
9f the nat ough it still is—and this is the fate 
many Mum Sciences—acts with certainty in 
so ences, su - has made great and incontestable 
Чр Ur, anti ch as quinine, mercury, inoculation, 
Agents and ітопу and so many other therapeutic 
daily Over ti medications which we see triumphing 
Cannot is e most stubborn illnesses. Magnetism 
M icine EN the place of medicine because 
С Agnetis i often achieve a сше without it. 
ft ing is often insufficient, and its use is 
a Agnetis P ortune. For medicine, therefore, 
es aid Which , be no more than another means, 
n m. Such must be used with prudence and 
Petimentation my opnion, based on four years 


Snlig 
Woul 
medi 


meg; 


QT Will beg; 
Case begin by describing the second of these 


s 
pow haga named Fanchette. We 
ods ex ing of her origin or of her child- 
rad or cept that she scarcely knew how to 
а as Write, and that in her normal state 
na uli gentle and timid, whereas in a som- 
Stic state she was very irascible. 
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Dr Résimont provides the following data 
concerning her earlier history: 


I had treated her for an encysted tumour, an 
enormous meliceris shaped just like a pear, which 
she had had for a long time on the left side of 
her forehead, and the base of which I found to 
be partly embedded in the corresponding frontal 
sinus; part of the external side of the bone had 
been destroyed by decay. 

Even though I had questioned the patient 
carefully about the presumable causes of this 
encysted tumour before operating, it was only 
afterwards that I learned that during her infancy 
she had fallen on her forehead, and that this fall 
had resulted in a fissure of the frontal bone 
here she later developed—she was then 


precisely wi 
ld—the melicerous cyst in question. 


18 years o 
The case was serious. 

After the operation I had to treat her for a 
a decay of the frontal bone. 


fistulous ulcer, 
ete cure only after ten months 


I achieved a compl 


of treatment. 
F.M. was therefore fine as far as her head was 


concerned, but she experienced menstrual troubles 
and had never been well in this respect. Quite 
often she had a white discharge, and she suffered 
from her stomach. 

Even though Résimont himself treated 
Fanchette for dysmenorrhoea, he questioned 
her on this subject when she was in a som- 
nambulistic state and the treatment that she 
herself prescribed gave excellent results. 

On 18 August 1840, when in a somnabulistic 
state, Fanchette announced that in a few 
months she would be stricken by а serious 
illness. which would greatly increase her 


lucidity. On 26 August she announced that 
the illness would begin on Wednesday, 28 
t it 


October with severe headaches and tha 
would then affect her entire body. On 4 
October she announced that her illness would 
last five days, during which time she would 
be for all purposes insane; she would be 
nasty and would want to get drunk. On the 
following days, she foretold that she would 
would try to get 


want to do herself harm, 
would be necessary to keep 


away, and that it y to 
her in a somnambulistic state. She indicated 
that she would spit a great deal and would be 
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nasty, but that after the attack she would 
no longer be shy. She advised her magnetizer 
that he should be the first person she saw 
on 28 October, otherwise she would be as 
difficult with him as with the others: 


On the day of my attack, when I arrive at your 
office, you must give me my coffee as usual. 
Afterwards, when you see me fidgeting around, 
stirring ceaselessly and moving constantly from 
one place to another, you must take me into your 
office [where I was accustomed to magnetize her] 
and magnetize me. I will stay there throughout 
the attack. I will object to being magnetized and 
will tell you that I do not want to be magnetized 
any more. You will reply gently that you have no 
intention of magnetizing me but that you have 
something to tell me privately in your office. 
You will act as if you were examining or touching 
the scar on my forehead and you will magnetize 
me. I will awake of my own accord. I will take 
my coffee when awake, but I will take my other 
two meals in a somnambulistic state, and I will 
drink wine diluted with water while eating. If I 
look for ihdiluted wine—and 1 will ask you for 
Some—you will seem to agree, but will take 
good care to dilute it a lot. I will drink a good 
deal while eating. 
While in a somnambulistic state I 
quiet, and it will be Possible to light a fire in 
your office and to air it, but when I am awake 
I will be difficult. I will keep wanting to run 
away and you will have to handle me with great 
gentleness. I will have a very bad headache, and 
my eyes will be turned up and very red, very 


bloodshot, Particularly during the first three 
days, 


will be fairly 


During my attack I wi 
tight bonnet on my head. 

I must be left alone as litt 
you can leave me alone durin 
care to tie me down across t 
too tightly, of course. After 
will happen: I will want to get out of my bed, 
but when I feel the resistance T will think that 
somebody is preventing me from doing so. I shall 


П always have a very 


le as possible, but 
5 the night, taking 
he breast, but not 
that, the following 
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ill no longe 

be very frightened and perhaps I will n 

dare to move. а 108 
Tonight and tomorrow I must = in be 

somnambulistic condition because t 

good for me and give me rest. 


_ You must 
After my attack I will be very weak. YO! | 


d will only 


put me 
eat 


а an 
not tell me what has happened, idi 
say that I had a high fever and on tim am 
to bed in your office in order to be 
me more conveniently. 


- recon 

This is followed by many лек she 
mendations and the ренина e 
will cough up blood 'coming ad ln 
stomach, where I will have suffere n hourly 

Résimont gives practically ser during 
account of the state of his gna are gi 
these four days, and some extrac 
below: 


А itate 

At times she is calm and at po 8 
I open the door of my e pen e forwar 
as possible—she suddenly rus n ali 
does everything to escape from 
Two other persons success She takes re is 
makes her extremely afraid. clothes, С" 
near me and buries her face in ST lace my 
out that they want to kill her. d these Ре 
over her eyes so that she will пої: a 
and she becomes calm. She again € 
her out. It is three o'cloc Ed 
has come to put her into a Sse et that. LO" or 
I prefer that she content herse ent ining ip 
fore place my hand on her fore! state, PY ope 
to enter into a meee agitated сре 
contrast to this morning, she is УУ J tell het 
asks me what I want to do, an 
cries out that does not want in i| 
up a strong resistance; howeve » bulism- e b) 
or two she enters into ѕотпап is 
the case this morning, en bu 
calm, I put several questions 5 agitate 
not reply. Soon she becomes nt O ae T 
herself fall on the floor in synt rubh ойу“ 
scratching me. I lift her up ang this p! # 
with oils. She is fairly calm during "A 
which lasts a long time. 

Twenty minutes to five. I e ake 9 
to eat and she refuses by a 5h offer “5 
five minutes later I repeat my eed рег, 
replies, ‘Yes’. I am obliged havin eat 
the case this morning. After hé ing dru 
as much as at lunch and hav 


rarely 
ie and 


k her if s 


hen 


ks me те | 
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preser of "e diluted with water, she spon- 
State, as m c out from the somnambulistic 
cry alin e xl this morning. She emits a piercing 
one of во. | I am alone with her). Her look is 
МЕНЕ vi nder rather than of fear. She begs me 
tells me с pretexts to let her go ош. She 
that she at she has no air, that she is suffocating, 
а тоте = to go out into the courtyard for 
Where " , that she wants to go up to her room 
her, Peace whom she knows is waiting for 
ии still extremely bloodshot, 
had “ai the left one. There is squinting, which 
Cornea has | Observed before. The transparent 
Opaque, H ost much of its lustre and is practically 
interferen er appearance indicates severe visual 
Sev tes 
As] SCR aes Fanchette asks me the time. 
I tell her Зи to go to bed as early as possible, 
that she № at it is nine o'clock. She tells me 
bed made avio gorto bed and I show her the 
is a coffin к. for her т my office. She thinks it 
he can reg take her close to the bed so that 
Persists e NE that it really is one. She 
in Persnadin ашар that it is a coffin. I succeed 
30; but ncs her to sit on the bed and she does 
and stares j enly she throws herself on the floor 
through mmis at some lighted coals glowing 
front of a Opening in the door of the stove In 
tries to Pise With her arms stretched out, she 
hold her т herself towards the stove, but I 
“Own at Es A moment later we go and sit 
ts key, м y desk. She gropes about, looking for 
Under the 6 finding the key, she puts her hand 
Tawer con ln and shakes it violently (this 
erself Ae instruments with which she could 
Way, and arm). She stares at a lamp а few feet 
fer back i hen tries to throw herself on it. I hold 
№ calmi (I am constantly beside her). I succeed 
are у 116 her and tell her my name. ‘Since you 
Your ees Résimont,’ she says, "take me into 
Teply А зу it is so пісе in there!’ ‘We are there,’ 
Cellar wh 0, we are not,” she says, ‘we are ina 
ut à it’s very dark.’ I want her to go to 
put i e refuses. I am obliged to undress her 
entia er to bed because she is suffering from 
Sttached ` I tie her down across the breast, having 
Sut ed the strap firmly to the bed. She cries 
a со Scr am burying her after putting her in 
h E | on agitation, however, is followed by 
y if he tells me that she would be very 
She had a beautiful dress and a nice hat. 


ef А 
e Boing to sleep that day she asked 


Cal; 


app 
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for her confessor because she wanted to die. 
On the following day: 


I thought that I could leave her, but I am hardly 
= es my house before she gets up, knocks on 
1 oor, turns over the bed, chairs and arm- 
chairs. She screams that she is locked in and 
makes a frightful uproar. Someone sends for me 
and I arrive an hour after having gone out. I enter. 
She is near the door, a hideous sight, as hideous 
as the most horrible madwoman screaming in 
her cell. She goes for my throat and I get her 
down on the floor, without harming her. Her 
frenzy is at a climax; she is frothing at the 
mouth. I hold her up and put her back on her 
bed. 
Three minutes past ten. I place my hand on 
her forehead, willing her to enter into somnam- 
bulism. She pushes my hand away, asking me 
what I am trying to do to her. She puts up much 
resistance, but finally enters into somnambulism, 
which is the same as yesterday, with no replies to 
my questions. Her calm is almost continuous, 
broken only by some nodding of the head and 
a few rare piercing screams. I calm her down by 
holding her head tightly between my hands to 
increase the effect of her bonnet. Salivation con- 
tinues to be very abundant. Her eyeballs roll 
convulsively under the lids, which open slightly 
several times. Her pulse continues at a rate of 
75 to 80 beats a minute. 
Twenty-five minutes to twelve. I ask her if she 
wants to eat: no reply; if she wants to drink and 
eat; she replies, *Yes'. She eats and drinks as 
esterday. She awakes immediately after having 
finished eating, expressing wonder, without fear. 
This is soon followed by considerable agitation, 
and she does not want to stay in bed any longer. 
I place her in an armchair. Suddenly she bares 


her breast and tells me that it is there that I must 
kill her; that she wants to die. She asks for her 
confessor; she wants to go to church; she wants 
to go out. Then she becomes calm and goes to 
sleep with her head on my shoulder. This deep 
and calm sleep lasts for a quarter of an hour. 
She wakes suddenly and cries out: ‘Let’s go 
there; they are killing each other; I must go there.’ 
I hold her back. She scratches and bites me, and 
for a fairly long time utters the most piercing 
screams. She goes over to my desk and tries, as 
yesterday, to open the drawers. She complains 
that she is locked up in a cellar, in a prison of 


which I am the jailer, and begs me tearfully to 
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let her go out for a moment. She seizes a pen on 
my desk and plunges it into her skin. I take it 
away from her. She is much more agitated than 
yesterday and is furious at times. I whistle very 
softly to see what effect that will have on her, 
and she motions me to stop. I ask Mrs de Rési- 
mont to come in. Fanchette at first stares at her 
without appearing to be too frightened, but she 
soon takes fright and runs to the other end of 
the room, throwing herself on to her bed and 
covering her face with the eiderdown. I succeed, 
however, in calming her by stating my name and 
speaking to her very gently. She weeps a good 
deal; her eyes are still very red and the con- 
junctiva of the left eye, in particular, is very 
bloodshot. 

Since the beginning of her attack I have taken 
my meals near her, and she has watched me eat 
with indifference, without asking me for anything. 
I always ate while she was awake, even though 
this is a magnetic state, because in that state she 
is insensible, and does not even hear what I say 
to other persons or what they reply to me. In the 
somnambulistic state, on the other hand, she 
only answers me when I offer her something to 
eat; persons other than I may enter without 
frightening her. A fire is lit in my office and it is 
aired, but she does not touch anything, nor does 
She try to run away. She does emit Some screams 
and some heavy groans, but most of the 
time she is in a sort of comatose state, in a 
torpor. 

Three o'clock. I put her into a somnambulistic 
State. At first she is very calm and I take the 
Opportunity to massage her with oils for 20 
minutes. At the end of this time she motions me 
to stop. This is followed by a nodding of the 
head and muscular contractions, which I calm 
by holding her head tightly. Piercing screams, 
though fairly rare, Fairly frequent Squinting, very 
pronounced, 

Two of my friends come to see her. While I am 
chatting with them, Fanchette awakes spon- 
taneously just when I was going to offer her 
something to eat. (During the conversation I had 
neglected to apply my hand to her head from 
time to time as I have done so far when she was 
in a somnambulistic state. T] his has always 
calmed her.) These people leave in order not to 
frighten her. I offer her something to eat but she 
refuses. I dine near her and offer her grapes. 
“You have grapes,’ she says to me, ( 


They are in 
a basket in front of me.) ‘Yes.’ ‘Well, I would 
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rather drink.' I give her a glass of wine diluted 
with water, which she drinks eagerly. 

In the evening she continues to want to Bi idi 
under various pretexts. At nine o apek A 
her that it is late. ‘In that case,’ she siepe € 
to go to bed in my room.’ * You have a en и bee 
I say to her. ‘No,’ she replies, "that s no insists 
it's a coffin.’ I make her touch it, but she ни. 
that it is a coffin. She removes one of her D nib 
herself, something she had not done oe 5 
before. Finally, she is in bed and I s P 
down across the breast. She becomes 
then furious, and does not нос pct a 
her my name: * No, you are not Mr de ss weeps 
She stares at me, then recognizes me 4 teft the 
profusely. I leave her alone. I have hardly 2. 


ing 
sob, say? 
room when she starts to scream and * ething 


o out 


vi 
of thirst.' I go back into the room y 
a full glass of wine heavily diluted У P 
which she swallows at one dung ЈЕ from 
goes to bed. She is calm and I hear no 
her. 

30 October. I go into he 
seven, having just heard he 


51 
fs urore, " 
hammering on the wall. She is in a furor? er 


ous rogue, so that I may kill sane a 
away from her bed, I try to calm oe h n 
gently. I identify myself and she s д а 


Á Е 
then weeps. She has recognized m 


ord 
Is there fighting oy 


I here? Is there a revolution? keeping Lie 
the streets?’ ‘Yes,’ I reply, “I vt harm” с: 
here so that you will come to П says 10 a 
becomes calm and a moment S Te jt t? 
“When will they try me? I woul 

soon. Do give me a knife." 


t 

p? 

помада joes 
n attack ^ qe 


Commentary 
First of all, it is evident to us 
Fanchette's announcement of ап tion Í 
not carry the weight of a peur a ip? 
metapsychological sense; it 1$ T scio 
of perception by her subcori пол. jt 
something abnormal is going 10 сал 
someone acquainted with рѕус pild 
would seem probable that 2 nr m? y 
traumatization, which had until the 
buried in her subconscious, was 2 | 


jain" 
y villa! 
you are, my jailer: come close to me, YO a вије 


i 
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ex 
е т om through its intellectual content 
li trough an emotional release, Résimont, 
from elles eee не of his time, refrained 
emotional life, wi his patients on their past 
complete abse with the result that there is a 
Which vens ner of any anamnestic data 
had happe os us to reconstruct what 
hypotheses p^ We are thus reduced to 
magnetized a fact that Résimont had 
Created in h anchette on several occasions 
an intuition o a transference which resulted in 
ег emotions ~ her part that she could release 
We know я risk of harm to herself. 
е predictio at she was shy and that one of 
advance wa ns she made several weeks in 
shy after = that she would no longer be 
intuition an illness. She therefore had an 
Episode and 5 cathartic value of her delirious 
aggressive s e also knew that she would be 
in other w wards herself and towards others; 
through a ords, that she would be cured 
Precisely Marin sii crisis. This is 
Cases of ps s we have described in other 
'Ng treat ychosomatic illness cured follow- 

mene by magnetism. 

atiention ва nevertheless draw particular 
Special as O what seems to us to be some 
Certainly pees of Fanchette's case. AS Was 
magn € case in other patients cured 
Symptons etism, she predicted physical 
y venice s the rejection of the evil object 
niting with haemorrhages, but in her 


Case 
ase this i 
was accompanied by delirium, which 


. meli 
nes А : 
us to think that she was freeing 


matic 
who 


Jerse]f 
ncident, 
os Stold 
tali the 
Whic 
Special 


More particularly of a trau 
In contrast to other patients, 
and experienced various symptoms 
pi of several months, she fore- 
months in advance an episode 

Was to last only a few days. This 
Е erstand. therefore better enables us to 
b bos Ee. at least to suppose, what 

Verythi, happened in her subconscious. | 

T past ing would seem to indicate that т 
Whig She had been the victim of an incident 
Built aroused in her both aggressiveness and 
haq > 219 that in order to overcome these she 
ad to repress them, hence her inhibition 
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and natural shyness, but also a certain degree 
of intuition and clairvoyance (this was pro- 
bably a way of identifying herself with certain 
patients who had experienced rather similar 
traumatizations—I say ‘certain’ because the 
honest Résimont himself tells us that some- 
times she was mistaken) when she was in a 
somnambulistic state. In this state was she 
not also able to measure the time she required, 
enabling her to retain a certain degree of 
confidence in her magnetizer while at the 
same time persecuting him? Thus, as her 
attack approached, she was able to tell 
Résimont what measures he would have to 
take to prevent her from killing either him 
or herself, because such were certainly the 
feelings she had experienced during her 
traumatization. She had developed a split 
personality on the occasion of the trauma- 
tization or during the traumatic period of her 
life. While in her subconscious she was a real 
shrew, consciously she was only able to 
externalize a docile and inhibited personality. 
Through the somnambulistic state into which 
she was immersed by virtue of her profession, 
she perceived a way of re-establishing the 
unity of her ego, on condition that she was 
able to release the emotions which she had 
until then been obliged to repress. 

The period she went through was inter- 
mediate between the two states. At times she 
could recognize Résimont and at times she 
could not. The same applied to his office, 
which at times she took for a cell, or to the 
bed, which she took for a coffin. At times 
she wanted her magnetizer to be present and 
at other times she did not. She wanted simul- 
taneously to stay and to escape. She was both 
aggressive and guilty. 

Owing to her ambivalence and the sado- 
masochistic release, she could not recall the 
traumatic events of the past, even though we 
can imagine that certain elements of it ap- 
peared during her delirium. She did, however, 
find peace and a freedom of expression which 
she did not formerly possess. 

On coming out of her attack—just as if she 
were growing out of childhood—it seemed 

4 
10-2 


150 


to her that a long time had elapsed and that 
Résimont's daughter, who was only four years 
old, must have married in the meantime. All 
this leads us to suppose that she did in fact 
relive an event which took place in her 
childhood. Résimont published his obser- 
vations a year after the attack and there does 
not appear to have been any relapse. 

It is quite certain that such treatments 

called for extreme devotion on the part of 
the doctors, but the success they achieved 
enabled them to accept this sacrifice. Thus 
Résimont ends his book with the following 
statement: 
I believe that magnetism is called upon to serve 
as an aid to medicine, and in particular to play 
an important role in the treatment of neuropathic 
conditions. Therefore I most earnestly desire to 
see an increase in the number of doctors taking 
a serious interest in a science which, if applied 
with prudence and wisdom, cannot but increase 
the means at their disposal to serve society. 


Made by a doctor, such a declaration seems 
to me to prove his good faith, and, at a time 
when the underlying mechanisms were not 
understood, Fanchette's cure really seemed 
to open a new path. But since it was not 
possible to give a valid explanation of it, this 
case appeared to contemporaries as a doctor’s 
naivety and a patient’s fraud. 

The following is another observation by 


Résimont which seems worthy of comment. 
Résimont writes: 


On 19 May 1839 I was Tequested to go to see 
the Viscountess de T., who was at the residence 
of an acquaintance of hers (the Viscountess lived 
some 6 km from Metz). I found her to be suffering 


from a fairly severe headache. While I was chat 
with her, Miss Vale 


strongly built youn 


ting 
rie de T., her daughter, a 
Б person of 18 years, of a 
nervous but sanguine temperament, with brown 
hair and a dark complexion, had a most violent 
attack of nerves: clenching her fist, she beat 
herself violently on the breast, forehead, back 
and stomach. With her eyes set in a fixed stare, 
her whole face expressed the most severe pain. 
Her body was arched very much backwards, and 
her cheeks and nose were a vivid ted. She rose 
and went over to the open window. She was 
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extremely agitated and breathed ed D) 
difficulty. When her mother tried to r ing 
from striking herself, she cried out, o je poi 
her with a haggard expression: Who erbe 
I don't know you. Where is my а 151 
to see her. Tell me, is she ill? Oh, H Mute 
suffering And despite her mother's € е 
prevent her, she again started pini ut 
violently, and refused to take some ione 
containing some drops of sulphuric e ein у 

This attack lasted for three-quar x said 
hour, then the patient calmed pm right 
to her mother: ‘I recognize you. І "eda always 
now.' Mme de T. told me that her atta that. Way: 
took that form and always ended m din asked 
‘Would you be prepared to treat ти бу than me 
‘because it was really to see her > diii 
that I asked you to come. My al she 
been ill for a very long time. ou have ju 
several attacks a day like the one y ied; suffers ' 
witnessed. She is usually very eer almos 
constantly from her stomach, and how t in 
everything that she eats—you ca ; 
She is. Her menstruation is very 


а 


n see ho 
rregular i 
She had y 


the dO ] 


1 spa [Dr pet c 


stated that the rg x i 
eat harm and could ev | 
blood was thin and lacked "en u 
needed a very substantial i и of le 
wines. Apart from the p ране prese ibe 
the pit of the stomach, which wa lot Of ligo 
Mr S. and which caused her à reat deo 
probably because she had lost 4 E fering red 
much blood [the patient was ls о tre? 
measles at the time], all the doctor m 


sac, ее!» 
Р is asmodics, 
her prescribed only antisp hs and а Y? 


valerian, a lot of exercise, bat m 
diet." d to me "i 
ve а 
Miss de T.’s condition T coul pi m 
extraordinary; most ар Aw prec er ys 
imagine that the doctors who h 


8 OV 0 
had forbidden any form of jeep the atts | 
the fears expressed by her mother htest € à 
vation of the attacks by the HA m 
decided me to limit myself, for ied in 
prescribing emollient enemas, a 
а fairly low temperature, ап it 
exercise. She was to avoid the SU dig 
little at a time and then only easily | 
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Such 
fruit. РА = egetables, roast chicken and red 
syrup or or usion, she was to take red-currant 
patient м very diluted with water. The 
Spinal column Au from pain along her 
cream of extract of prescribed massages with 
I asked th RCE Q belladonna. 
to me fairl mens st to bring her daughter 
er illness HAN so that 1 might observe 
urged that Was quite unknown to me, and 
Possible, an zs spare her daughter, as much as 
I saw the | ind of emotion or frustration. 
no Пад ae again on 24 May and found 
arge red diim in her condition. For some days 
9n her boq ce had come out in several places 
and "db P particularly on the face, breast 
€ spinal col е still suffered severe pain along 
the neck to umn, particularly from the nape of 
Sometimes? the end of the cervical region. 
Stands still, h the mother told me, ‘she suddenly 
Upward, eee a. eyes stare with the pupils turned 
ackwards: thi pha part of her body arches 
en my e 5 kind of trance occurs particularly 
Which obs r child has been playing the piano, 
She would oves passionately. If I allowed her, 
night. She Stay at her piano from morning till 
Music на. particularly fond of sad music, 
hese тж Sets her nerves vibrating.’ 
Em ње Metz again on 19 June; 
Breat несу condition had not changed to апу 
ingesting th and she still vomited regularly after 
attacks сини slightest quantity of food. These 
У faintin e were almost always followed 
again P he was growing thinner every day. 
Was ьи a most violent attack, which 
Sted at је to the first one I had observed and 
Ste sever an hour. During this attack there 
trunk of нА periods of cataleptic trance, with the 
Very pro е body being arched backwards іп а 
tasted en manner, and I thought that I 
ulism, 1 n signs of spontaneous somnam- 
egin with hen thought of magnetism and, to 
Willing her I took the patient’s hand, mentally 
Shaken 554 to become calm. Her arm was soon 
Compare” a severe contraction which I can best 
time it h to an electrical discharge. Until that 
Ersons ad seemed to me that contact with the 
Painful ер in (ће apartment was extremely 
енот О her and greatly increased her nervous 
! calmi, nt. I was more fortunate and succeeded 
35 all the her. The attack ended in the same way 
all pjp} © Others: ‘Mama, T recognize yous I feel 
ight now,’ 
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Since I could perceive no improvement in the 
patient’s condition and since it also seemed to 
me that I was up against a very unusual illness. 
I felt that I would have to employ, and as soon 
as possible, a treatment rather out of the ordinar 
I therefore decided that before leaving I не: 
suggest magnetism without seeming to speak very 
seriously. The Viscountess replied, smiling: ‘ What 
would I not do to have my daughter cured! I am 
not saying no, but neither am I saying yes— 
I promise you nothing.’ The patient had started 
at the word ‘magnetism’: ‘Who would magnetize 
те?” she asked me. ‘I would,’ I replied, ‘if you 
agree.’ She looked at me fixedly and then a 
violent contraction shot through her entire body 


with the speed of lightning. 
On Saturday, 29 June, the Viscountess de T. 


wrote to me as follows: 

‘I am reporting to you on events in the past 
two days. To begin with, my poor patient was 
so fatigued by the journey that she will not 
undertake it again soon. She regularly has had 
severe attacks after eating, as well as in the 
bath—thus making two attacks a day, without 
counting the upsets which you yourself have seen. 
The attack she had in the bath this morning was, 
however, much less severe than yesterday's and, 
unless you advise otherwise, I think that the bath 
should be continued. She spends three-quarters 


of an hour in her bath. 
*Her meals are no more substantial than what 


you saw yourself. She sleeps very little, at most 
three or four hours à night. This evening Iam 
going to try to get her to bed earlier, at nine 
o'clock. Her attacks include much longer periods 
of trance and she swallows à lot.* Her hands and 


vet are like marble. 

‘Her entire body is so р 
be touched and her clothes hurt her. Her back is 
even more painful than the rest. She had two 
honey enemas which were extremely effective: 
the excreta Were black, rather like over-cooked 
food. We think that there was an improvement 

as much calmer. Wouldn't it 


today because she w: 
for you to see her trances? Should 
d? The 


be necessary s 
she take more than the two pills prescribei 
only be for 15 minutes 


first fumigation could 
and the second for 25 minutes. Thus you see, her 


ainful that she cannot 


c trance the patient often 


* During à catalepti 
lar to that which occurs 


made a movement simi 
during deglutition. 
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condition is far from improving. Yours faithfully, 
Viscountess de T.—P.S. I forgot to add that she 
arches her back more frequently during her 
attacks." E Е 
I went again to visit the patient and arrived 
in the evening. She had just had a most severe 
attack. She was still suffering from vomiting, 
followed by fainting, shortly after eating, and 
she was still getting thinner. Her cheekbones 
and nose were a bright red; her mouth was bad, 
with the tongue covered with red patches at the 
sides and yellow coating in the middle. Her 
cataleptic trances were increasing in frequency 
and were usually accompanied by opisthotonos. 
As her mother had given me only an evasive 
and very unsatisfactory reply when I had men- 
tioned magnetism to her, I decided to approach 
Mr de T., a former military man with whom I 
already had an excellent understanding in several 
respects. My proposal was very well accepted: 
ʻI have confidence in you, he told me, ‘and 
consequently in the treatment which you men- 
tioned, but I do not know whether Mme de T. 
will agree.’ I spent the night at the house of R. 
On the following morning the patient had an 
attack; she struck herself, in particular on the 
head, breast and stomach, and emitted piercing 
shrieks which indicated severe pain. I took her 
hand and mentally willed her to become calm. 
She became considerably less agitated. Being thus 
convinced of the magnetic influence which I could 
exert upon her, and in order to see how great 
that influence already was, I made the following 
experiment. 

While walking in a meadow with the patient 
and some of her relatives, I went around a hay- 
Stack, going alternately from right to left and 
left to right; the patient followed me step by 
Step, stopping whenever I did; in short, imitating 
exactly all my movements. (I must point out that 
since morning she had been having almost con- 
stant attacks. With the exception of the first, the 
others were, in my view, only premonitions of 
an attack. 1 later learned that this condition was 
quite magnetic.) Having walked for a long time 
in the meadow, we came back to the garden. 
There were masons working quite close to us 
and the noise of their pick-axes and hammers 
made Miss Valerie suffer terribly; she was shaken 
by convulsions and her whole body contracted, 
her tendons trembled and she then fainted after 
this violent emotion. Until this moment her father 
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i was 
/as very ti at beside the patient, who У 
was very tired, I sat beside P — 


he 
her and 5 

he er arms 
and she 
Mr de T. 
ot 


recovering from her weakness 
violently agitated again. I touche a 
immediately became calm. I massage 
—which was no other than uper 
quickly went to sleep. Mme de St O.an Mcr 
were astonished. The patient's sleep e 
have been more peaceful and lasted à 


rose 
i voke ups 
hours. At the end of that time she v We 5008 


house. 
abruptly and ran off towards the ted, an 


ita 
caught up with her. She was very ag 


noise 
а ravated by the 
her state was aggrava y enit 


та! 


the workmen. Each blow of t ай 
DA shudder and she suffered terribly. TR hey 
were ordered to stop working; nevert к 
continued to hammer, but at à jtm 
distance. The noise they made Penh ol 
audible, but it greatly affected the qe my 4 
her hand and she became calm. d her naif n. 
foot forcefully and the noise cause eW 


| -pane a d 
n the window-p ame 
I rapped sharply o г and sian ce 


times, opened a door behind he ve the slight 


it shut, but the patient did not #1 epe he 
sign of agitation and really Es dor a mome 
heard anything. I held her han tightly on tis 
longer and asked her father to tap as 1 Oy 
window. She made a violent сове: наза pea 
provided me with ample proof that tionship W 
in a well-established magnetic ore yet і ne 
the patient, but that she was eat ot 2 
since she still reacted to noise ™ ct wit 
persons even when I was in conta uchi 


: byt ef 
The rest which I had obtained for her bY "E 


inch ure | 

had been supporting her in his arms d "e 
that she did herself no harm. As I saw 

р 


increas 
and massaging her had greatly e de St ^j 


father's confidence in magnetism. 
her grandmother, was also du г 
agreeing that it be employed. sulted 9 
ever, felt otherwise: she had cor 


: ‘Яепсе over id the 
people with a very strong influ ak work = ne 


d to PI? c 
the U ger 
by the is p 


the por oif 


” 


she now regarded magnetism а: 
devil. She felt in conscience boun 
death of her daughter to her cure 
such a method. From that day а 
no more than а devil worshippet: 2 RU] 
Beelzebub. "E 

For her daughter's sake er ВА ic 
grieved by the decision that the c yj ју 
made to take. Inorderto overcome i nf? 
or atleastto prevent them from d iss 
able in my regard and so harmful t 


T 
was prof ge 
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I prevai 
T mero i Mr de T. to magnetize her. 
he would » a that he would do so, saying that 
quite sure tH elighted if he succeeded. I felt 
him, but 1 x nothing would be easier for 
cnc Roo diis San. the effect that I had 
magnetic => her by a simple touch and some 
thing, to dicus e who needed only one 
her illness ү nagnetized, because, as I learned later, 
tional lume. of an unusual and indeed excep- 
methode which would yield only to this 
Upon her m RA then, that 1 had produced 
по one else со о illness gave me a power which 
Whom she a d exercise, not even her father, of 
Who loved a nevertheless extremely fond and 
my departur г tenderly. Thus, on the day after 
Mr de T e, I received the following letter from 
daughter h dated 5 July 1839: ‘Dear Sir, My 
departure, A been suffering greatly since your 
aPply the de hen I try to touch her in order to 
ò Putting a b sired influence, it is as if I were 
tremely an urning coal on her hand. She is ex- 
therefore seeming for you to come back and we 
faithfully, T ait your arrival this evening. Yours 

м 
the еее evening to the house of R. 
in my rates her father in the country, coming 
aughter a Mr de T. assured me that his 
Would ge: told him the exact time at which 
take ган and had indicated the path I would 
took). ‘And however, was not the route I usually 
Quite certai so’, he added, ‘my daughter was 
r de T. that we would meet you here." 

iss Valerie related his troubles and those O 
SXtreme] = the Viscountess de T. was in an 
me and en mood. She was angry both with 
Agnetism b the patient. Her resentment against 
Wished to ecame greater the more her husband 
felt th employ it and the more her daughter 
€ need for it. 


I met 


15$ Valeri 9 - 5 
alerie's condition was far from improving 


e her attacks were becoming more frequent. 
Sip Ho prescribed. 0 far had not suc- 
the result curing the delay in menstruation, with 
Nd her и her headaches had become worse 
ighly col ose and cheekbones were even more 
the appli oured than usual. I decided to prescribe 

o ко ication of six leeches to the vulva, and 
оок - ту was made. The leeches, however, 
comme ly, only on one side. Menstruation 
the Tie ce, but was indeed only very slight, and 
Pape obtained only a little relief. ў 
ited the house а few more times finding 
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the patient very agitated on each occasion. I 
always succeeded in calming her, in sending her 
to sleep with the help of magnetic massages, and 
this rest did her so much good that often in 
moments of extreme agitation, she would Ђер 
me to send her to sleep: ‘Sleep! Sleep!” she would 
cry out in a dull voice, turning towards me. 

Mr de T. and Mme de St O. were pleased with 
the beneficial influence of magnetism, but I had 
gone down greatly in the Viscountess de T.'s 
esteem, and I could easily see that my presence 
was very displeasing to her. I was in a really 
embarrassing position. 

Soon there was another obstacle: Mme de St O., 
who had so far been favourable to magnetism, 
sided with the Viscountess de T., but she did 
not do so openly and was constantly manoeuvring 
against me. In the hope of calming my poor 

atient's nerves, I got her to take pills, each of 
which contained four grains of subnitrate of 


bismuth. 


I had been so coolly received by the Viscountess 


de T. that, in orderto avoidreturning the next day, 
12 July, as I had been asked, I made the pretext 
of being too busy. The same day, however, I 
received, at nine o’clock in the evening, the 
following letter from Mme de St O.: ‘We beg 

to our aid. Our child has 


ou, doctor, to come 
ong uninterrupted attack. 


had a terrible day, onel 
1l find some peace, and please 


Come and help us a 
avail yourself of the carriage. I would be so 
disappointed to see it returning without you. The 


Countess of St О.” 
I took the carriage immediately, and found 


the patient in a state of extreme agitation. Her 
pulse was strong and fast; her skin was dry and 
burning. I calmed her down easily by taking her 
hand. She was hardly under the influence of 
magnetism when, for the first time, her mother’s 

resence became intolerable and painful to her. 


She showed this at first by gestures an 


very sharp and short words, whic 
her a great effort. She became completely calm 


only when the Viscountess de T. had gone out. 
As Mme de St O. had told me, the patient had 
i 1 day. She had vomited everything 
her stomach had digested nothing, 
htest and most soothing drinks. 
weight daily and the powerless- 
i medicine seemed to me quite 
worse, the repulsion 
st shown towards her 


ness of 
а parent. To m 


which the patient had ju 
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mother when under the influence of magnetism 
made the mother even more opposed to this 
treatment. I then felt that I could do testae 
better than give the mother Dr Despine Mee 
but did she even take the trouble to read it? 
I doubt it...In any case, I failed to make her 
see reason. Thus I decided that I would е Е 
patient by magnetism every time that her father 
asked me to do so. This, of course, was not very 
much, because the calm which I brought her 
was only momentary. The attacks and cataleptic 
fits continued to occur, and her digestion was get- 
ting worse. However, this much at least was gained. 
I was preparing to leave the patient when the 
Viscountess de T. asked to speak to me: she 
desired a consultation concerning Miss Valerie. 
* You are quite free to do so, madame’, I replied, 
‘but permit me to withdraw.’ “Why, doctor?’ 
‘Because I am convinced that magnetism is much 
better for your daughter than any treatment that 
the doctors consulted could Propose. As you 
know, all their treatments have so far failed 
completely. I have every reason to believe that 
magnetization will put the patient into a som- 
nambulistic state and develop her instinct of self- 
preservation. That is what I believe, madame, 
and nothing will make me act against my con- 
victions. The doctors whom you propose to 
consult do not believe in magnetism and have 
never studied it. We could never agree amongst 
ourselves. I have already had the honour of 
informing you, madame, that magnetism is one 
more means which God has put at man’s disposal 
for helping, and that there would thus no longer 
be any question of this hateful magnetism.” My 
refusal and definite decision to withdraw from 
the case if there were such a consultation com- 
pletely upset her calculations. Mr de T. believed 
what he had seen. He was above certain prejudices 
and was very anxious that his daughter continue 
to be treated by me. My refusal thus greatly 
irritated her and she told me that I lacked good 
faith. ..‘Oh! Viscountess de T., how could you 
possibly think that what I said showed bad 
faith?’... 
Such an unfounded ге 


proach, so obviously un- 
just, to say the least, cou 


ld in no way influence me. 


* Like Miss Valerie, young Estelle, when in 
a magnetic state, felt an insurmountable aver- 
sion from the persons whom she most loved 
when she was awake. This feelin 


£ of repulsion 
included even her mother. 
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On 15 July Mr de T. came to see p» =. 
morning, to tell me that Miss Valerie, о 
dance with the wishes of her family, m me tà 
a somnambulist that very day. He vae eii 
be present and I accepted with pleasure, 
though it would have been more apis n pt. 
asked my opinion before deciding on каза 
sultation. I certainly would not have OPE lows? 
The somnambulist’s report was а every- 
‘This young lady is all nerves. goo at И 
thing works like a piece of mach blackish 
menstruation is very bad; her liver 15 on sick: 
showing congestion, and her баа w 
She eats little, digests with great di el hef 
vomits almost everything. The ins! The 10% 
stomach is covered with red po i swollen 
opening of the stomach (the ploms resines is 
and narrowed. The interior of the te а о 
also very heated. Everywhere dc Tie vessels 
blood; I can see a lot in her wom E 
are congested, coloured dark ис more after- 
She has pains before she eats and ev t is trouble 
Her brain has not been attacked bu rd is à jittle 
by an excess of blood. The ape ru ne region 
patchy, particularly at the top an of the plow” 
of the back. There is a great heating ©. tines 
and nervous irritation in this Lema constantly 
started several years ago, and has cm 
getting worse because her menstrua 


tien 
i se the pa Г 
as it should be and becau ous case ke? 


t to have 


t has 8 
T 


strong constitution: it is a very wm been tà i 
Despite the precautions whic! he room wr 
to take Miss Valerie away from th he 5000200, 
the consultation had taken place, “piar ^ 
in hearing the last part of the $ » teni 
report, with the result that г зай Ico. 
severe attack when we left. oe gi et 
easily calm her by magnetizing mae st On.” A 
to bring her to my office. sias ft 
had been present at the gons orb | and 
saying that she would rejoin us s armchaif pef 
I placed the patient in a larg e 


sena” „це!“ 

pos was : 
If. 

elb ate 

andmoth etis” 


a short magnetic massage on th 
to sleep for an hour and a ha 
rupted by the arrival of her gr: to mag 
as I have said, was rather hostile А agitat? 
On seeing her, Miss Valerie becam : 


ng 
5 x show! py 
uttered piercing cries. Her eyes» e 7 


ibe 
—— ге5с je 
* The somnambulist did not Lo nab пе 
treatment. Was this because pie ot 
do so or because her magnetizer 
her in this? 
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an 
^ Mes. suffering, said to Mme de St O.: 
vainly aia yat are hurting me.’ Her father 
failed to mes with her to be calm, and I myself 
Temained m: her, Mme de St O. withdrew, but 
brought ag A in the corridor and had a chair 
continued: +) for her. The patient's agitation 
"there in ЈЕ ће is there, she is there,’ she said, 
to be so corridor.’ I requested Mme de St O. 
that the 8004 as to go into my office, thinking 
this did fee would then become calm, but 
the wall se appen. She pounded violently on 
cried: 7 аен 2 the salon from the office and 
the patient is in there now, I can feel it.’ And yet 
apartment was not at all acquainted with my 
у each Sy with the particular noise made 
Was the first r on being opened, because this 
105 i pen time she had come to my house. 
de St o, fo er to calm her grand-daughter, Mme 
е had mex herself obliged to leave the house. 
again fell он gone ош when (ће patient once 
Was awaken a deep sleep. An hour later she 
time she w. ed by the noise of a door, but this 
at she Зету quite calm. Mr de T. was pleased 
о my slept for so long and so well. 
clock i astonishment, ] received at ten 
5July 1839 evening the following note (dated 
ctor, m ) from Mr de T.:* Come immediately, 
One leg y. daughter cannot move one arm and 
1 Yours faithfully, Т2 
ering Ew to the house and found the patient 
Just before. 12 a hemiplegia of the right side. 
is paral entered, she had said to her father: 
аа was communicated to me by the 
t de d whom I consulted this тога те“ 
ea ésimont will come and put an end 
"ose her hand and made some large 
іал HEUS Во 19 the foot. After 
Teely, Sh e patient was able to move her leg 
те to Pie had great pain in the armpit and asked 
Test си passes there also, letting my hand 
€ rose from time to time. After half an hour 
other's and walked very well, then ran to her 
etter n room crying out: ‘Here I am; I feel 
With OW.” She then sat at her piano and played 
pa facility. 
Topo, ари и recurred at seven o’cl 
Was 2 morning but was less complete, 
9n the le to overcome it even more easily than 
" Preceding day. 
MN Somnambulist, who was already fairly 
Зер *d in age, had been suffering from hemi- 
а for Some time. 
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At the urgent request of Mr de T. I made 
another attempt to persuade the patient's grand- 
mother that magnetism could do her grand- 
daughter good and to get her to resign herself, 
together with the Viscountess de T., to submitting 
to the requirements of such a treatment. I was 
received quite otherwise than should have been 
the case with a man who had shown such great 
devotion and, tired of all this resistance, I asked 
her if she wanted magnetism or not! I received 
only an evasive reply. I withdrew, considerably 
dissatisfied, and went to the patient, who was 
in the adjoining room with her father. 

There I found a truly heart-rending scene: 
Miss Valerie was in excruciating pain. With her 
arms stretched towards the door of the room I 
had just left, her hair dishevelled, her eyes almost 
starting out of their sockets and looking as if 
they were full of blood, she cried out: ‘Go away, 
you horrible creatures! Yes, I can see the two 
of you—particularly my mother—digging my 
grave. Tt is horrible! To make me die so young, 

d! It is terrible!’ I went to her 


only 18 years ol 
and held out my hand, which she seized with an 
expression of unspeakable joy and said beseech- 


ingly, ‘Ah! There you are. I know that you will 
never hurt me. No, you are coming to do me 
ood. You won't abandon me, will you? You 
will cure me, won't you? Look it hurts, here in 
the pit of my stomach—it is on fire. . 2 ‘How 

*Put your hand there and 


can I give you relief?" 
massage down to the soles of the feet. Good, the 
fire has left there and has gone to the right side.’ 


“What must I do?’ ‘As you did just now. At least, 
it does not hurt any more, and the fire has gone 
away completely. Send me to sleep; place your 
hand on my forehead.’ I left my hand on her 
forehead for a moment, and the patient closed 
her eyes and entered into somnambulism,* saying: 


* Even though the patient, as she had done 
previously, used the word ‘sleep’ when requesting 
me to put her into a magnetic state, I will employ 
the word ‘somnambulism’ because this time she 
could speak to me, could answer my questions, 


and was therefore not asleep. There can, however, 
be sleep in t ic state and this 
happened very 0 f Miss Valerie. 
While in the somna he had often 
slept very deeply, in from which 
she awoke most 0! 
nambulistic state. It 
to draw a clear distinc! 


he somnambulisti 
ften in the case © 
mbulistic state S 
a magnetic sleep, 
f the time only into the som- 
is very important, ] think, 
tion between the two states. 


156 


‘I feel that you will cure me, because only magne- 
tism will cure me and only you can magnetize me. 
No, I do not want anybody else...come and 
magnetize me tomorrow. . .” 

‘Mademoiselle, I have a request to make to 
you; I am very anxious that your father always 
be present when I magnetize you and I am also 
very anxious that you should never have any 
feeling of repulsion towards him." "Agreed. Are 
you sure?’ ‘Quite sure, and that is a promise 
which will not be difficult to keep—my father 
wants me to be magnetized and wants me to be 
cured. *How do you feel?' * Very well, I have 
no pain now. ‘Well then, you will allow 
me to go to a patient who has great need of 
Were 

First session, 17 July. I arrived at the house at 
half past two. The patient was reclining on a small 
sofa and her father was near her. Following her 
instructions, І made large longitudinal passes 
from the head to the feet, at times placing my 
hand on her forehead, her epigastrium and her 
knees. She entered into somnambulism. *I do 
not want any noise?, she said, ‘let there be no 
noise. I will have an attack when I awake.’ ‘Can 
I not prevent this attack?’ ‘No, you can only 
put it off for a while.’ ‘What time shall I come 
tomorrow?’ ‘At the same time as today.’ ‘What 
must be done when you have this attack?’ 
“Massage my arms.’ ‘For how long?’ ‘For half 
an hour.’ She indicated the way in which the 
Passes were to be made... 

When I was about to get into my carriage, the 
Viscountess de T. came to ask me to talk to her 
for a moment. ‘In bringing magnetism into my 
house,’ she said, “you also brought trouble and 
disorder; before being magnetized, my daughter 
was well only when I was with her; now I cause 
her pain and she can tolerate only the presence 
Of her father. Everything that she says under 
somnambulism, it is you, monsieur, who put it 
into her mind and put the words into her mouth; 


she is merely echoing your thoughts and your 
words...’ 


When I told Mr de T. w 
became very upset. * Des 
to save your child," I 


hat had happened, he 
pite my very great wish 
told him, ‘I will come back 
only if the Viscountess de T. writes asking me to 
do so. Really I cannot, and must not, continue 
my treatment under any other condition. And 
there is a further condition—there will be no 
question of fees.’ I had to forgo my fees because, 
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while considering the Viscountess de T. yee. 
dice against magnetism, her reproaches "s 
from the fear of an excessively long ew 
which, in consequence, would be much e, 
Does not the role which the и. 
to be making her daughter play—her Sead 
who had been tortured for so long by а 
disease—now appear as ridiculous as 
impossible. ..? ___ ettet 
fg July 1839. I received the —— st 
from the Viscountess de T. Since А treating 
that I personally request you to Lace for me 
my daughter, I hope that it will т esterday 
to ask you to forget anything I sai xs de Т. 
that might have hurt you. Viscoun thorizatio 
I felt a great desire to refuse an au ning 29 
worded in such terms but, tired of ws ~ and 
sure of being well received by er Could саме 
being convinced, in particular, that ^X T resign? 
my unfortunate and interesting patient, | 
self to accepting it. | e how 
ce de. is July. I arrived uie pout 
at a quarter to three, thus a а she was 
late. I found the patient very agita ~ prepari"? | 
sitting on the sofa and her father Ка у паній? 
to write. I commenced a prato to the feet 
big longitudinal passes from the he asked me 0. 
After half an hour Miss wey vd d xr 
place my hand on her forehead E ife | 
She became calm. I was holding dos raph at 
my hand, and without thinking, sii ee ‘ . 
it on the marble top of a table "raid; ‘ сер 4, 
noise does me good,’ the patient а lot of £o 
making it; it is really doing pue io magne 
For me to sleep well, you will yeh since © ou 
something for me—a bottle of ethets ^ pat y 


t was 


ow tha) 
is very good for that. Do you vt 
hurt me a lot by keeping me Н dis 
always to come at the time I te? 5 see И, 
moment's silence she said to а 
will be necessary to put six leeches 


5 
ree hour 
We will let the blood flow for tandi à nro 


will not applya poultice. When I 520 


know everything that I said HE D or? 
You will tell me, won't you? i sin p 
leather cover on the music book y j 
hurts me.’ (She was seated facing 


ther. 
‘Shall I take it away?’ asked her “ violent! ask 


r somna 


the patient's features contracte wee 
she seemed to be in pain. ‘Papa ns mus 
me anything directly; his questio | 

hrough you ! t 
be addressed to me throug 
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want to h 
Will be applied i The leeches I mentioned to you 
tomorrow." "Wh the morning of the day after 
mother? ‘Oh ho will apply them? Grand- 
Would hurt m no, I do not want her to, she 
leeches have E . vill have an attack after the 
any т ено applied, but that doesn't make 
Steat need of th must have them since I have 
Of ether for m fies TD SIDENOUDU а 
тарпе = or 20 minutes, won't you? When 
luring my p you will desire that I suffer less 
‘Last night acks and that it calm me... 
and т а а horrible dream: ту mother 
Was stretchi er had placed me in a coffin and 
to get out dI out my hand to you to help me 
Woke up I = ..and you rejected те. . . When 
room and m Sau myself in the middle of my 
You had duit ody was sore all over. Yesterday 
айт you? ts about continuing your treatment, 
Without you I That was quite true.]. And yet 
Promise ‘im am lost. Please don’t abandon me. 
ill? “Now ге you will come as long as I am 
absolutely creas promise you that.’ ‘Are you 
Half ate ?' *I swear it upon my honour.’ 
“Маколей а The patient wished to be 
tho was very calm... 
ulist ae Miss Valerie had been a somnam- 
alread [^ ope for only a few days, she 
ac tition T e able to give me à partial 
sc Urately the history of her illness, recalling 
or med to P nin events and facts, which she 
f the ing E fully. She approved of some 
У arriva] н given to her before me and after 
done, " ut most often she criticized what 
Nas " 
а not anis I would sleep well if Mama 
1 ~ meow and her opposition; she is going 
1 d be the b and I am sorry, but nevertheless 
(9 2 etter for her departure. Yesterday 
thal Not come possed quite a good evening if she 
Somethin ear me. When I am near her I can 
5 pushing me away, hurting me. - i 


‹ 


he, „о Pati 
r en Н s 
t was interrupted by the arrival of 


M, Вапа 
та other, who had something to say (0 


ü M 

M ai iet patient became violently agitated 
*w uscles contracted. Mme de St O- 

9 hi 

bu: bs was in a somnambulistic state 

Sen, ^d her, ^" uch her, and any hand but mine 

fair ion, а M hen she was awake this painful 

Den” Often range phenomenon, still occurre 

*d » but, as I have said, the patient was 


Ways i 
ys in a magnetic state. 
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peg very. quickly, but despite that Miss 
X erie's agitation continued. She asked те f 
= mage bottle and begged me to meke 
sses over her. She grew cal 
uP = half past four and i I Lam et там 
as: - i 
3 be Зы red-currant syrup heavily diluted with 
*Next Saturday as planned I will a i 

leeches. When they have all fallen off, prim 
the blood flow for four hours and will appl 
poultice of linseed meal to the puncture uris 
This will be renewed two hours later and I will 
take it off only when the blood must be stopped 
There will be a storm soon. Take care tst y ou 
make big passes when it comes and go very quick 
very quickly. Mother left us yesterday and I "^ 
sorry about that, but nevertheless I feel the better 
for it. Grandmother should also go away. Would 
you believe that her presence in the house often 
hurts me a lot!...I cannot foresee the date of 
my recovery, but I have a very strong conviction 
that I will get better. Please, take my pulse... 
Make me sleep: continue the passes on my 
stomach and go down as far as the feet. How 
am. I would like to sleep until five o'clock. 
e beginning of the session, 
ery quickly, then less 
lowly. Keep doing so 


calm I 
Tomorrow, at th 
magnetize me at first У 
quickly and finally very 5 


for an hour.’ 
Five o'clock. I wo 

very calm. 
Sixth session, 


ke the patient and she was 


22 July. 1 magnetized the patient 


as requested by her the day before. 

Half past three. The patient's eyes were closed 
for half an hour. ‘How are you?’ ‘Very well— 
but what a strong light there is! Did you put a 
candle in front of my eyes?’ ‘Certainly not, it is 
day-time.’ ‘Oh, what а light! How bright it is 
and how it lights me up! I see something bluish. 
Iam sleeping better than yesterday.” ‘What will 
you eat today?’ ‘Potatoes and gravy.’ ‘How 


will you spend the evening?’ ‘I will be a little 
agitated because there is a storm coming up, but 
be better than last night. I will sleep 
er the leeches next Saturday. 
h blood here [she indicated the 
of the spleen]. The 


tonight will 
much better aft 


There is too muc 
epigastrium and the region 
leeches must not be applied before Saturday. 


My left breast is hurting me; there is blood there 
which is making me suffer—please make passes 
over it. Please give me my magnetized bottle so 
that I can apply it also; every day it makes me 
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calmer. I will have an attack a quarter of an 
hour after awakening. Let me sleep now, that 
does me so much good!” 

The patient remained silent until half past four. 
The clock had scarcely struck when she asked 
me to wake her up; she opened her eyes, chatted 
for a moment with her father and then seated 
herself at her piano. The attack which she had 
announced came on while she was there: her 
fingers became rigid, her head dropped over her 
breast and soon she let it fall down on to the 
piano... | 

Seventh session, 23 July. The patient was 
magnetized at half past two. She closed her eyes 
at three o'clock. 

Half past three. ‘How do you feel?’ “Very 
well...What a strong light! Keep passing your 
hands in front of my eyes. I see little blue sparks 
coming out of your fingers. I see a light and 
sparks. It will be impossible for me to open my 
eyes. This light tires me and yet it is а good sign. 


I will be able to tell you everything necessary to 
cure me—I feel it...’ 


During these last two sessio 
condition underwent a trul 
she felt that she would be 
precision everythin 
cure her. She saw 
coming out of my fi 


ns the patient's 
y remarkable change: 
able to indicate with 
£ that would be necessary to 
a light and saw blue sparks 
ngers. The Viscountess de T.’s 
absence was certai 


nly one of the reasons for this 
change, this progr 


€ss: the patient was no longer 
under the influence of th, 


atmosphere, 


Unfortunately, 
while under somn: 


by workers, even tho 
a distance away from из... 

‘I was very much anno 
father went to Metz and 
long for my liking. I can 
that caused me... As I h 


yed this morning: my 
Stayed there much too 
Still feel the agitation 
already told you, do 
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The adverse influence that anybody Moe e 
my father would now have on me will ре 
ease later... "m. 
"Hold my hand tight, very tight, very Lh. 
I would have slept well last night were it E iii 
the arrival of the two ladies. I am oii au 
from my stomach." ‘Why?’ ‘Always for pu 
reason the arrival of my mother and grant Er 
I must try to persuade Mama that de 
would be delighted to make the acqual uncle 
Mme de X. I am not doing this for 4. мај“ 
sake, because if he were alone he Cad de X 
and anyway, Mama owes a visit to y" will 
and must in all politeness pay her B P oir 
take her a whole day. Often, when s gran 
speak to my mother my throat и ас n of m 
unable to speak—this is quite іпдере api has 
will, so do not reprimand me. You M 


А . stomac 
calmed the pain I had in the pit of ‘pplication 


to fin 
Grandmother wants to come here a 
i Id hav eri 
what I am saying. I wou Pris leeches yeste 2 
following the application o ul 


- J wo nd 
if these ladies had not come V prescribe se 
о 


а 
any sparks or light, because m hai 
me again. Why send some O E follow ? 
somnambulist, I ask you? I want qe not 
my own advice and yours. It iia с 
displease my uncle that I gave so” 


ed me. qu 
but do not tell him that has annoy' bec" а 


ill not see 
I would have seen today, but I will n 


ge 
I am not well... «m and by a” 
‘I shall be cured by pul coram my st 
means that I prescribe for myself, t саге. ~ 
will need to be treated with La pre an 
childhood they made me eat too ! me € 
did me a lot of harm. They made ugh, 
I had a bad attack of whooping 00. | was 
seven and eight years of age. bie mame тў 
I had an attack of nerves in front о а ої! 
did not know what it was. It €—— o 
chest one evening when Mama vi Џ 
me. It lasted four hours, during really А 
about on the floor—it was ner — no È ih 
doctor ordered iced water, which ta 
I had three attacks which always 5 


à 1045: '' ) 
chest and the pain I had was atroc 


of 


! 
| 
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‘Iam i 
this me =. well any more. I was annoyed 
ече a randmother came to tell me that 
my fault. T ee ill and seemed to hint that it was 
very badly. To had my lunch, which I digested 
my fault. thie tell me that Mama is Шапа through 
trying bs is dreadful! I know what they are 
Lwill not E EN me give up magnetism, but 
ast night, а for that. I had pains in my stomach 
ad my Pe particularly this morning when 
r Toren T : at nine o'clock. It is better now. 
evening I sh ad cooked lettuce as usual; this 

shall have an artichoke...’ 


Tie tn 
Telated ач continued daily. The talk 
Symptoms 4 to the patient's past or present 
Scription of т also included a critical de- 

er а. ће medicines prescribed for 

y her enm. certainly by doctors selected 
attacks with er. Valerie often spoke of her 

At the md specifying their nature. 
Suffered fro nd of July, Résimont himself 
him that it m a sort of asthma. Valerie told 
and that h was she who passed it on to him 
She rever. = must have himself magnetized. 
all sorts "- their roles and started prescribing 
Were held medicine for him. The sessions 
always daily and Valerie's father was 
Patient a Résimont came to see his 

twa everal times a day. 
that sic only on 6 August, at the 25th session, 
other a не: а about her grand- 
other: 


‘They, 
ii Poli me again this morning and I suffered 
and ери well, I am so nervous! I was in 
Water. T wa just drunk a glass of magnetized 
norma] ES nice and warm and my periods were 
feeling А randmother sent to know how I was 
became 2 I: very instant my feet and stomach 
lo ма This then stopped and I felt the 
h Stomach to my head, my heart, my spleen, 
Urts eve п and my right side—in a word, it 
Must а tywhere.’ ‘Now, now, after all, you 
iv that this is very little to get upset 

as tola hs. may be so, but besides that she 
епо eng eryone that I am ill. . .and that annoys 
it - Mama told me one day that a nervous 


„Че 

м у Sharmfultoa young person's reputation; 
D ain] arm the person, that is quite true, but 
Uv 5 Y not his reputation. She also feared that 
"o à Lo insane and several times she told 
ese fears! Even before I started 10 have 
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my attacks, it often happened that no one could 
touch me without hurting me very much.’ ‘What 
was the reason for that?’ ‘It was nerves and I 
cannot tell you anything more than that. They 
were wrong to hold me when I had an attack 
because that only prolonged it and made me 
suffer more, but they meant well. One must never 
hold a person who is having an attack. The 
necessary precautions must be taken to prevent 
the person from hurting himself, but otherwise 
he must be left alone. In this way the attack will 
end more quickly and the person will suffer less. . . 
The clock struck half past four, and I woke the 
t. Her eyelids were firmly closed and I made 
passes in front of her eyes: “You are hurting те, 
she cried out. At the same time she seized my 
hand and immediately opened her eyes. 
Twelve minutes to five. Fainting followed by 
told me that she had very bad 
ains in the head and that her menstruation had 
stopped. At the end of a quarter of an hour she 
was in a deep somnambulistic state. Menstruation 
recommenced, but slowly and with difficulty. . . 


On the following day an interesting incident 


patien 


agitation. She 


occurred: 


On that day 
me at some distance 


Mr de T.'s carriage was awaiting 
from the house. On the way 
to it, 1 met Mme de St O. and the Viscountess de 
T. with one of their relatives. They all inquired 
eagerly for news of the patient and bombarded 
me with questions, wanting to know the results 
of the last session. I was weak enough to read 
my notes to them, despite Miss Valerie’s explicit 
and often repeated instructions in this respect. 
How surprised we all were to see Mr de T. 
running towards us, coming on behalf of the 
atient to request me to stop: 'My daughter,’ he 
said, ‘heard everything. She knows that you have 
read your notes: she has just told me so. She is 
suffering a lot and is having à fairly severe attack. 
Come to calm her and make your peace with her, 
because she is most annoyed, 1 can assure you.” 
And yet it was impossible that she could have 
seen or heard us from the room where she then 
was. On several other occasions, yielding to the 
quests of her mother or grandmother, 
dethesamemistake and my indiscretion 


case Was inexcusable—always had 


urgent re 
Iagain ma 
— which in any 
the same result. . - 

Of course, thi 
because it arouse 


s incident agitated Valerie 
d her jealousy towards her 
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mother, but it also breached the therapeutic 
relationship which must remain isolated. 

In time Valerie's hostility towards her 
mother diminished, but the imprudent Rési- 
mont tried to intervene at too early a stage 
and caused a relapse. This incident was as 
follows: 


"Мата is suffering a lot from headaches; poor 
mother! I am very sorry; I love her so much!’ 
*And if, to do her good and prove to her that 
you still love her, you were to £o and caress her 
fondly when you wake up?’ ‘I would like to do 
so but I cannot—that would burn me and hurt 
me a lot. However, I will go; yes, I will 20, since 
it could do her some good.’ ‘And if I were to 
will that you should not suffer when you touch 
her?" “You would not succeed. Later, when I am 
less tormented by my blood, when I am better, 


her presence will no longer hurt me, Yesterday 
she came close to me while I w 


dinner and— would you believe it?. 
was unusually bad. When she is 
forehead and eyebrows wrinkle despite me. I have 
tried without success to prevent this frowning. 
I will have to apply leeches to this pocket of 


blood as well [left inguinal region], as I have 
already told yo 


be bled in my 


as having my 
— ту digestion 
close to me my 


I feel that I must be bled.’ 

I woke up the 
she was calm. At five minutes past five there was 
eyes were over-bri 
pulse beat 125 str. 


magnetized. 


“What a noise!’ she said [and yet there was 
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* [Onl 
попе]. ‘How many people there are ai DE 
Mr de T., the patient and I were a (ве 
suffocating, open the door of my roo S. 
window was open and a lot of light е M 
in]. * Your father is going to open it. aul is? 
Papa?’ ‘There, close to you where eem tim. 
"That man my father! No, I don't “R had 
What a strong light there is in my roo e atthe 
the window closed and the blind as - ae in 
same time I placed my hand on p ou hav 
such a way as to cover her eyes. “Ah! y 


la 
up 
put your hand where it hurts. waen У romach 
your hand on my head the pain in n y he said: 


gets better.” After a moment’s meet? an 
"Last winter they made me take E Gre. In t 
emetic pills which set my stomach e a syrup p 
convent they wanted to make me ta f pimple i 
clear the blood because I had a loe shou! 
my face, particularly on my forehea nd re reshing 
have bled me, given me baths pet а bit? 
infusions. They also made me ју told me ў 
infusion, but my stomach quick ae rertibl) 
leave that accursed stuff alone—I ane as pa if 
after drinking some of it, and beca shed 12 
a shroud, because the blood ru 
stomach and intestines.’ . é 
A dog barked and the patient ge i 
"That barking is hurting me; nerves 
“because I suffer a lot from my d 
nervous irritation brings the pe play 
parts. The blood and the i , woul? ај 
important part in the whole d be nece yd 
have thought, as I did, that it wo »— all; 
to bleed me from the feet and, 47 І cou 
you have been able to indicate, frank, 1 so 
best time to do so?’ ‘To be у are in ?, ai 
Strong enough for you when yo miled 2? 
nambulistic state.’ The patient 5 a 
to me with a satisfied air: ‘Every 
hours Гат a very good doctor." И 
early p on ? 


3 = за E 
Se 63 ~ 
A a 


ld yo" 


а А TEST 

The patient's jealousy is € ac 
another incident, which took P 
August: 


a 
ч 
= 
=“ - = 
у агиЕЕЕЕ 


:ng 50, 
Without telling Valerie I was doing 


her mother, who was ill. I spoke 10 h net 
health, took her pulse, remaine 

10 to 15 minutes and then returne nag! 
who was in the room where I maine P 
every day and where she had m и 
father. (This room was separati count? 
one from the room in which the VIS 


b 
ich 
atl of 


—- 
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Was whe 
elec die to see her and it was therefore 
iss Valerie | thes patient to hear us.) I found 
delirium. [ extremely agitated and in severe 
rushed out Pais to magnetize her but she 
er by the ar he room on to the staircase. I took 
he tried to m, trying to lead her to the sofa. 
50, running v пије а and succeeded in doing 
епа the f to a corner of the room. She hid 
to take her “ati and when I was again about 
that indicat z the arm she cried out, in a voice 
on't oes de most terrible pain: *Oh please 
Mie ted LO LE DIN UR frightfully!” 
result of her d er opposition was merely the 
what had b elirium and nothing more than 
time now ier happening every day for some 
She again e insisted upon magnetizing her, but 
Stop, о from me, screaming out, ‘Stop, 
Ou won't ouch me, your hands hurt me terribly. 
Me to Зее pnt me to sleep; no, you won't put 
again pee ad But I must, as you well know.’ 
away and | ached to magnetize her; she backed 
Still, ce at me threateningly. I stood 
Magnetize site to her that I must in any case 
so Br and that she herself urged me to 
remained rs day at this time...The patient 
а trance, а ee for a moment. She was almost in 
her foire then she said to me, with inspiration 
Sut towards нан manner and her arm stretched 
ere, Wher ner room: ‘Since you must, go over 
Magnetize e you will find ether which you will 
e Nite 4, that your hands will not hurt me. 
tub them (0 put some over your hands and to 
€ out d I did as she bade me. When I 
* with er room, the patient approached 
tretchin E care and keeping her distance. 
me, With the, neck out towards me, she sniffed 
nds and d tips of her fingers she touched my 
. Your ar hen my arms: ‘You still have some 
‘рец о. and on the front of your jacket; 
And over th I passed my hands over my arms 
Me and t he front of my coat. She again sniffed 
‘sn’ any Ouched me: ‘It is all right now, there 
shes es She placed one of my hands on 
de 6 With th and beckoned me to make large 
Own to the fes other from the top of her chest 
M е feet. She entered into somnambulism. 
ue 1, la you hurt me so much just now?’ 
Ns Ure or ainly didn't intend to do 50, yo" can 
sed it? that, but I really don’t know what 
low», у You mean to say that you don't 
Ма пе Well, I don’t.’ ‘When you wanted to 
е me, you had just left my mother. You 
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have touched her and you had her fluid on you 
and now her fluid and mine are in opposition, 
they are antipathetic. That is why I suffered so 
much when you touched me, but now it doesn't 
hurt any more and I am all right." 

In fact, the patient was very calm; she went to 
sleep and did not wake up until ten minutes to 
seven. At her request, I interrupted the somnam- 
bulistic condition at seven o'clock. 


There were various other incidents of this 
kind during the treatment and they all had 
the same result. We do not propose to recount 
them here. It is, however, interesting to note 
that Résimont's interpretation of this incident 
is purely somatic. He writes of it as follows: 


not finish this recapitulation without 
ers attention to one of the 
things which struck me most in the course of 
Miss Valerie’s treatment: I refer to the severe 
suffering that Icaused her and the so painful, and 
yet so interesting scene that resulted after I mag- 
netized her, when, as she told me, I was covered 
with her mother's magnetic fluid. 

In October the patient's period 


Her condition improved and the 
began to resolve itself: 


This morning I helped my grandmother with her 
toilet. She was absolutely astonished at this and 
asked me if it were really me, and if she were not 
dreaming. ‘Certainly it is me,’ I replied. “What 
I am doing proves that my health has improved.’ 

On 22 October, when preparing to 80 to visit 
the patient, T received a letter from her father 
telling me that it was no longer necessary for 
me to magnetize her, since she was putting on 
weight and eflectively had no more attacks. 
Mr de T. also gave as à reason for interrupting 
the treatment, his fear that people may take too 


great an interest in it and talk about it. That would 
h. (I myself would not 


displease him very muc 
ils of this treatment— 


have published the detai 
nothing could have decided me to do so, not 
ity and science might 


even the profit which humant 
ossibly have derived therefrom—if these people 


had behaved properly towards me.) 
Seventy-third session, 4 November. I learned 


* Somnambulists are generally very surprised 
when one does not know what they know, and 


when one does not see what they see. 


I will 
drawing the read 


s were 


normal. 
psychological conflict 
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iscountess de T. that her daughter's 
ica E on 30 October but were much 
less satisfactory than the last time and were also 
much shorter. I found the patient rather agitated, 
with pains in her head and stomach. I magnetized 
her by making large passes from the head to the 
feet. 


Valerie was then in the throes of an oedipal 
conflict: she detested her mother, whom she 
could not stand, and took Résimont as an 
auxiliary ego in order to eliminate the mother 
from the sessions which lasted almost all day, 
thus permitting her to spend all this time 
with her father. 

Her hostility to her mother also concealed 
a refusal of her feminity—she no longer 
menstruated. Finally, her anorexia makes us 
think that her troubles went back to her 
early childhood and that she always regarded 
her mother as a bad mother. 

All her complaints lead us to the belief 
that she regarded her mother as a leech 
sucking the life out of her. Thus once she 
succeeded in so organizing her life as to 
eliminate her mother, she punished herself 
by prescribing leeches for herself. This self- 
punishment, however, enabled her to be all 
the more demanding towards her magnetizer, 
who must arrive punctually at the time she 
indicated and who must magnetize her for 
hours on end. 

At about the 30th session she had a 
hysterical attack with opisthotonos when her 
magnetizer left her. This is a reaction which 
recurred frequently and which may be inter- 
preted as expressing her sexual ambivalence. 
During this same period Résimont tells us 
that his patient was often in delirium for one 
or two hours at a time but, unfortunately, he 
gives us no indication as to the content of her 
delirium. 

Even though he maintained a neutral 
attitude, one can perceive that Résimont did 
not remain indifferent to Valerie's advances 
—he identified himself with her, he came 
without being paid, and finally he fell ill, like 
her. Valerie, for her Part, became more 
feminine, menstruation recommenced, she 
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began eating again and became BUS hé. 
tive. Résimont, however, as a goo he 85 
did not declare his love, of which n 
perhaps not even aware. Valerie M "i 
to her mother, permitted her to com he was 
sessions, suddenly declared that етар 
cured, severed all contact with her t at, 9 
and married six months later. Résimo "tents 
had understood nothing of his a 
emotional development and who cO 
himself with docile obedience to he chai? 
was not only surprised but fell il o. rations 
and had to have recourse to the min 
of Fanchette. Р 

This reconstruction of the - e 
fragmentary in the extreme. emotion? 
information on Valerie's раа mara 
history, nor do we know whether im i 
was happy. But what we can ab the ret 
what we wanted to illustrate, is th neither E 
obtained by Résimont was ia put rath 
suggestion nor to magnetic pass а 
to the subconscious paie , 
which accompanied the Hen realm A 

Although we are entirely x Valerie ny 
supposition, it is probable iet: site ait 
been intimate with her father an mx tow? 
developed a strong guilt comP who P. 
her mother and gape » p? 
perhaps suspected something. nu father ne 
represent both an appeal mt t | 
self-punishment. She emer i 
feelings to her psychotherap!s | d i 
let her down her aggressiven n И 
magnetizer (а father-substi ie d 
itself by a sudden interruption O мн ut 
and a return to a more homose » 
which resulted in the disappearan". 


urally 


P 
of the oedipus complex it ws 

that the sadomasochistic atl 
continued throughout the pe 
the patient to undergo à d her mag ne 
which she punished herself an ка Mt | 
the father-substitute (ће had e го gll 
her for hours on end, which M 

the equivalent of masturbation» , , w 


h 
А n 
regressed to the point of makin£ 


The magnetic cure 


сс her love. The abrupt and final 
ets hie magnetizer clearly shows the 
oedipal : the father. Knowing nothing of 
that [Sh mis Ще it would indeed seem 
situation erapist, instead of analysing the 
did sot 5 таде а countertransference which 
saniet a the normal outcome of the 
cited Even though Résimont's treatment 
B nm. p a partial failure, it is interesting 
lef! оте; at the magnetizers of that time 
funr 1 precise notes to enable us to 
patient's ied In part, what took place in the 
абаа. conscious and in the therapeutic 
magnetiz ip. Without knowing why, these 
edt ers had accepted as the basis of their 
и а relationship between two people 
on a sadomasochistic exchange. 
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It is certain that in modern analysis, by 
making the patient aware of what is taking 
place between him and his therapist, we are 
employing a much more effective and refined 
method; nevertheless, the silence observed 
by the analyst, enabling the patient to vent 
his aggressive feelings, also bases our treat- 
ment on a relationship which commences 
with a sadomasochistic release and then 
becomes more objective. It is interesting to 
note that the effectiveness of the therapeutic 
relationship had already been discovered and 
employed in healing by magnetism between 
1825 and 1850. 
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Women with neurotic symptoms who do not seek treatment 


By P. R. MAYO* 


Some people with neurotic symptoms seek 
treatment and are subsequently given a 
neurotic diagnosis, whilst others with ap- 
parently similar symptoms do not seek treat- 
ment and to some extent appear to cope with 
everyday living. Goffman (1961) has referred 
to the undiscovered candidates who would 
be judged ‘sick’ by psychiatric standards but 
Who never seem to be viewed as such by 
themselves or others, although they may 
cause everyone a great deal of trouble. 

Two previous papers (Foulds & Mayo, 


^. 1967; Mayo, 1968) have investigated the 


relation between intropunitiveness and psy- 
chiatric referral, and the relevance of self- 
disclosure to neurotic breakdown. Following 
on from this work, the present study considers 
both personal and interpersonal factors ina 
group of women who report neurotic symp- 
toms, but who have not sought medical assis- 
tance. These subjects are referred to through- 
out as the normals with symptoms group. 
In a comparative study of neurotics, 
Normals with symptoms, and normals, it was 
Predicted: (1) that, on the basis of an earlier 
Study (Foulds & Mayo, 1967), (a) neurotics 
Would have significantly higher total hostility 
than normals, and normals with symptoms 
Would be closer to neurotics in this respect, 
(b) neurotics would be significantly more 
intropunitive than normals, but that here 
Normals with symptoms would be closer to 
normals; (2) that if high hostility but not 
igh intropunitiveness Was associated with 
‚ Not seeking treatment, then repercussions of 
this configuration would be apparent in the 
Subject’s home situation, ђе. would adversely 
affect interpersonal relations at home. 
* Department of Psychiatry, Uus "d 
Edinburgh, Present address: School of Educa 


tonal Studies, University of Sussex- 


METHOD 
Subjects and procedure 

Three groups of women were compared: 

Group A—30 psychiatric in-patients (mean age 
40-96 years; S.D. 11-35), diagnosed as neurotic. 
Possible psychotic or organic cases were excluded, 
and the remainder given the Symptom-Sign 
Inventory (SSI) (see below). Those scoring 
personally ill and receiving a neurotic diagnosis 
on the SSI were included; on this basis there were 
21 dysthymics, three hysterics and six with both 
dysthymic and hysteric features. 

Group C—30 normals (mean age 40-46 years; 
S.D. 13-11). Carefully excluding possible psycho- 
somatic cases, 18 of these were short-stay patients 
in an orthopaedic hospital, and 12 were similar 
types of patients in a convalescent hospital. In 
order to be included in this group these subjects 
had to score within normal limits on the PI v. No 
scale of the SSI. None had consulted a doctor for 
any kind of ‘nervous trouble’ during the previous 
12 months. 

Group B—20 further normals (mean age 45:20; 
S.D. 9:93), obtained in the same way as group C 
(13 from the orthopaedic hospital and seven from 
the convalescent hospital) but scoring as per- 
and neurotic on the SSI. This group 
contained 12 dysthymics, two hysterics, and six 
with both dysthymic and hysteric features. па 
with group C, from their own report, none g 
this group had sought aei Е пегуо 

› during the previous 12 months. 
sodomie foi a dividually, and those 


bjects were seen in с 
S re told that they were being 


in groups B and C we à 
s% ка take part та university research study, 

n would be much appre- 
d not take part if they 


that their co-operatio: 

i but that they пее 

hone у the time group C had 
d been obtained 


did not wish to do so. ed 2 
been completed, 12 su jects ha 

for hem and altogether 116 had to be seen 
to complete both groups. Eighteen of this emn 
had consulted a doctor for ‘nervous trou le 
during the past 12 months, and eight did not 


wish to take part in the research. 


sonally ill 


11-2 
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Aware of the difficulties involved in using self- 
report measures, the author took considerable 
trouble in obtaining the confidence and setius 
co-operation of the subjects. The majority Were 
seen on at least two occasions and always with 
sufficient privacy to ensure that other patients 
would not overhear their replies. | 

АП three groups were compared with respect 
to age, intelligence and social class. The Kolmo- 
gorov-Smirnov test (Siegel, 1956) was used for 
this purpose and no significant differences 
between the groups were found. Similarly аҳ 1еѕі 
showed no significant group differences for 
marital status (using married, single, widowed 
and divorced as the categories). 


Measures 


Symptom-Sign Inventory (SSI). The following 
scales from Foulds’ (1965) SSI were used: 
(1) PI v. No. This scale discriminates between 
the various psychotic and neurotic groups on the 
one hand and normals on the other. (2) Psychotic 
v. Neurotic (P v. N), a further discriminating scale. 

Hostility and Direction of Hostility Question- 
naire (НОНО). Total hostility is the sum of the 
extra- and intropunitive scores (E+I). The 
extrapunitive scale is broken down into three 
subscales: Urge to act out Hostility (AH), 
Criticism of Others (CO) and Projected delu- 
sional Hostility (PH). The intropunitive subscales 
are Self-criticism (SC) and Guilt (G). The formula 
used for direction of hostility (I— E) is (2SC+G) 

— (АН + СО + PH) (Caine et al., 1967). 

Hysteroid-Obsessoid Questionnaire (HOQ). 
This personality measure has been validated by 
Caine (1965). The correlation between HOQ and 
the Extraversion scale of the MPI is 0-70 (Caine 
& Hope, 1964). High scores are associated with 
the hysteroid end of the dimension. 

Modified Jourard Questionnaire. This modified 
version of Jourard’s self-disclosure questionnaire 
has been fully described in Mayo (1968). The 
subjects are asked to indicate the extent to which 
they have discussed 10 highly Personal items with 
the person to whom they feel closest. Each item 
is completed by nominating one of three cate- 
gories: A, ‘nothing’; B, ‘not at all fully’; and 
C, ‘rather full and complete detail’, Category A 
scores 0; B, 1; C, 2. The second half of this test, 
scored similarly, asks the Subject to indicate the 
extent to which the other person they had in mind 
has talked to them about these same items. These 
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two scores are referred to as measures of self- 
disclosure and other-disclosure. нта 
Home and Occupational Adjustment. Thir r 
two item scales for Home and мчит 
Adjustment were taken from  Bell's be ~“ 
Adjustment Inventory. These scales ere 
indicate the degree to which a person was sai me 
(1) with their home life, particularly interper "a 
relations in the home, and (2) with their s 
ie. the kind of work, working conditions = 
their associates. Each item had to be _ 
‘yes’, *?' or ‘no’, and subjects were sid 
to avoid a *?' response if possible. Hig 
on both scales indicated poor adjustment. 


RESULTS 


А ces 
Thesignificanceof theintergroup on 
has been tested using a designed pep 
technique, within an analysis ве 
(Hope, 1967). By the use of Ls 
coefficients the between-samples bas com 
squares were divided out to give a ne 
parisons. A non-significant F scor p 
second comparison, B v. A and loser 10 
indicate that B was not significantly i 
either A or C. : тегеп 
The two hostility scores quim is 
intergroup patterns. On Е+1 Е o gd 
aligned with group A in ac A on 
nificantly lower mean score for Ln the oth? 
the other hand, group B is betwee be 10561 
two on I—E, although inclined e which 
to group C. With the exception o subjects) 
served as a criterion for including variable 
any one of the groups, the тех in (Ва 
have a similar distribution of ed from a 
group B is not significantly m mi 
position midway between the o terest i? A 
Because of tie Пао r^ his ди 4 
direction of hostility маре E i= pr 
(prediction 2), the relation lated Ré О 
the other variables was calcula 
in Table 2. . i 
The association between d т 
and total hostility in group А i$ ~ s B and, 
reported by Foulds (1965). Gro Rothe! a 
do not show this annie im 
peated finding is the negative rela 


ting 
phena 
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Table 1. Hostili ri ‘or or thri roups of women 
X 
lity, disclosure and adjustment SCi es fe three groups of 


A 
Е В. 
геа , G Analysis of vari: 
is e Normals with Normals tdi ed ps ems 
symptoms (n — 20) (n — 30) F(d.f. = a 
Me ^ La А ^ * ` r А : 
: an S.D. Mean S.D. Mean S.D. Ау. С BvA and G 
33 . | 
is = 6:50 1-85 1-10 1:09 — 15121*** — 919** 
e 1 18-60 521 1117 367 3568*** 1301*** 
Hog = :90 2-40 787  —-043 609  34:39***  178ns 
= uum Me 5-99 21-65 6:86 22:97 5:86 7T06** — 025n | 
ma, ME ци 0 28 68s 606 Оп 
ome adjustment "s 5-48 12:30 738 1477 642 799** 0-00 im 
ecupation о. 11:70 12:95 8-61 5:00 623  24:31*** 078 “У 
[justment + 1025 1480 1094 843 76] 10299" — 07685 
* 
Р < 0:02: 
«002; ** p «001; *** Р < 0001. ТА: п = 20; В: п = 10; С: п = 28. 


Tabl 
€ 2. Correlations between I— E and 
other variables 


A. B. 
Neurotic Normals 
in- with 


patients symptoms Normals 
(п = 30) (п = 20) (t = 30) 


E41 
HOQ 0-42* —010 005 
Self-disc] —0:56** —0-43 —0-40* 
fe ee ee d 0-07 
ome 'sclosure 0:01 029  —002 
Comat 025 Hm. -022 
adjust Rs —016 — 0-67** 020 
" ment (и = 20) (n = 10) (n = 28) 
P«005 «+ p< 001. 
1-8, 
this ede HOQ scores (Foulds, 1965), but 
‘olds for all three groups. Although not 


Teag : 
Sls significance, the interest of the dis- 
Correlation s is the contrast in the negative 
d -disclon between intropunitiveness and 
Corres sure for group A as compared with 
up B rete positive correlation for 
adjustment inally, only in group B do the 
"Ind in m Scores relate significantly to I-E, 
8 инок directions. 
direction, of the interest in the 

this tesi] of hostility, the subscal 
have been compared for the neur 


| 
| 
| 


^i 
Bro 


differences in 
e Scores on 
otic 


and the normals with symptoms groups 
(Table 3). Only two of the subscales account 
for the difference. The neurotics are signifi- 
cantly more self-critical and the normals with 


symptoms significantly more critical of others. 


DISCUSSION 
lusions relating to dif- 
ls with symptoms 
be reached, the 


Before any conc 
ferences between the norma 
and the neurotic group can 
implications of the significant difference in 
mean PI scores for these two groups must be 
considered (t = 2:26; P < 0-05). It is possible 
that any differences between these groups are 
merely a function of this difference in PI 
score. Consequently the 20 subjects with the 
lowest PI scores in group А were compared 
with the whole of group B. It was found that 
eliminating the difference in mean PI score in 
this way does not alter the mean scores for 
the other variables to any appreciable degree. 

Predictions Та and 1b are upheld in that 
on the total hostility measures the normals 
with symptoms group is aligned with the 
neurotics, whereas on direction of hostility 
they are between the other two and inclined 
to be closer to the normals. A test of signifi- 
cance between the normals with symptoms 
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Table 3. Mean hostility subscale scores for the neurotics and normals with symptoms groups 
A. B. 
Neurotics Normals with symptoms 
(n — 30) (n — 20) 
——S— == Р 
Меап S.D. Mean S.D. t di 
0 
Direction of hostility (I—E) 9-97 6:90 2-40 787 3:52 i: : 
Urge to act out hostility 3:80 1:95 425 2.00 0:78 ‘0.00! 
Criticism of others 3-13 1:50 5:50 2:32 4:09 = 
Projected hostility 077 0-73 1-05 1:19 1:02 pet 
Self-criticism 7-40 2-54 5-50 2:65 2:50 s 
Guilt 2-80 1:63 2:30 1:30 113 "x 
Table 4. Markedly intropunitive and extrapunitive subjects in the normals 
with symptoms group (group B) 
Intropunitive subjects Extrapunitive subjects 
(7+ on I- E) (0— on I-E) 
и ue c EN ола, р 
Меап S.D. Mean SD, t 000 
I-E 13-40 413 -433 2-63 8:56 p 
E+I 18-80 4-45 19-89 4:38 041 200% 
HOQ 17-00 4-94 25-22 6:43 2:30 ns: 
Self-disclosure 16:00 5:55 11:33 6:92 1:20 n. 
Other-disclosure 17:80 5-95 10-44 711 1:82 < 00! 
Homeadjustment 5-40 4:18 17-00 718 3:07 = 
Occupation 25:50 (n — 2) — 10:86 (n = 7) = К 
adjustment 
. thet 
p the normals for 1-Е (admittedly not significant) with higher self- „“ Proms 
10 ependent of the main analysis of variance) disclosure for the normals with symp 
Је => (t = 1-40, n.s.). but not for the neurotics. ation! 
А s Significant differences on two of the An interesting finding is the pamm 
ostility subscales Teported in Table 3 are adjustment of the 10 women in t ye pking 
relevant to prediction 2. One would antici- with symptoms group who were bed sta 
pate that high criticism of others in the home i.e. they were working just before thE work 
i ip cg affect interpersonal relations. in hospital and intended to return, Lat sub” 
arı i icion 3 
Table 2ische 50РРОТ Гог this prediction in afterwards. Here it is the extrapun n, T 
зе sik on Enilieant correlation of —0-55 jects who report the best adjust ives bu 
ropunitiveness and poor home numbers are too small to be conclusi "may | 


adjustment. The converse is, of course, that 
the more extrapunitive normals with symp- 
toms also report the poorest home adjust- 
ment. The results for the disclosure variables 
in Table 2 also indicate the same kind of 
pattern, if one accepts that high reported 
disclosure is desirable (Mayo, 1968). Thus 
intropunitiveness is positively correlated (not 


rk situation | 
f satisfactio. ied 
пе 25500! 


they do suggest that the wo 
provide an alternative area о 
those whose extrapunitiveness 1$ °° 
with poor interpersonal relations at пе 
Although less intropunitive than . gr 
tics, the normals with symptO?" of f" ig 
included five subjects who were nea neuf? 
intropunitive than the mean for th 
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| rou i 
ns It might be expected that this sub- 
Pa would report particularly satisfactory 
am personal relations at home and this is in 
highl e case. Ir one compares these five 
bla intropunitive subjects with the nine 
dune in the same group who are pre- 
€ NEN d (a score of zero or 
: —В), the со 
умайн , ntrasts between the score 
Th á 
tis ert are small in Table 4, but again 
тез for these subgroups suggest alterna- 
extra iti Н 
incr subjects are also more hys- 
» It seems probable that an individual's 
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personality structure is closely linked with 
this pattern of coping. 

The interest in these varying patterns is the 
manner in which personal and interpersonal 
factors interact. In the process of coping with 
neurotic symptoms it appears that one person 
may cope, but at the expense of her inter- 
personal relationships at home, whereas 
another person may be relying on just these 
relations as an alternative to seeking medical 
help. 
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An interpersonal perception technique* 


By JAMES DREWERYT 


The i 
which К е ы. usefulness of a technique 
E inferpers measure even limited aspects of 
пв o onal relationship cannot be over- 
Probleme the one hand research into family 
lationshi mate selection, parent-child re- 
ары тар a adjustment and counsel- 
While its ci be facilitated by such a technique, 
and vnde value for family psychiatry 
Paper i is evident. The present 
technique ie an interpersonal perception 
contributio ) which has been designed as a 
ни to the problem of measuring 
this techni al relationships. An application of 
group of ique (Drewery & Rae, 1968) to a 
chiatrically Jp d couples who are not psy- 
ized маг 4 ill, and a group of male hospital- 
kind Sii. and their wives, illustrates the 
and its ormation afforded by the technique 
Potential usefulness. 


For th Interpersonal relationships 
restrict ES Purposes of this discussion we shall 
ты to a consideration of dyadic 
Subject’s ips. If it were possible to observe a 
Variety api ne behaviour repertoire in a 
asures at ortant two-person relationships, 
* deviseq the Se interaction processes could 
Some which might prove definitive; in- 
available techniques of this sort are already 
l iL (Bales, 1950; Roman & Bauman, 
оне 1957). Unfortunately, or perhaps 
Private y, many dyadic relationships are 
едц 214 this precludes adequate direct 
су are ent of interpersonal interaction. 
е ran private in two quite different senses. 
Be of behaviours which people are 


* 
T " 
NS study forms part of a Ph.D. thesis in the 
TSity of Glasgow. 
Vr Pent of Psychological 
n Royal, Dumfries. 
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prepared to display in the presence of a third 
person is limited and, even when subjects can 
be found who are prepared to quarrel or make 
love in the presence of a third person, we are 

no longer studying a dyadic relationship. 
There is a second sense in which such re- 
lationships are private. An observer can record 
the verbal and non-verbal transactions which 
take place between two people, but cannot 
directly measure what these transactions mean. 
The meaning of a certain phrase ог a gesture 
may well be unique to the relationship and be 
crucial to an understanding of what is ob- 
served. These considerations encourage us in 
the belief that a less direct approach is neces- 
sary and may prove more rewarding. Personal 
construct theory (Kelly, 1955) and the 
semantic differential (Osgood et al., 1957) are 
concerned with just such an analysis of an 
individual's private perception of other people, 
and may be used to measure certain aspects of 
interpersonal relationships, as Crisp (1964) 
has demonstrated in his analysis ofthe develop- 

ment of a therapist-patient relationship. 
The technique to be described here has much 
differential and 


in common with the semantic 

ory grid techniques which derive from 
heoretical approaches. It examines à 
measuring overt interac- 


tion but by measuring how one person per- 
ceives (‘construes’) another and expects to be 
perceived (‘construed >) by that other. The 
elements used in this reciprocal description 
and meta-description are not, however, 
elicited constructs or even constructs provided 
by the investigator, but behavioural state- 
ments which can be combined and expressed 
in terms of a number of standardized person- 

thus not measured 


ality traits. Interaction is 
directly but is logically inferred from a sys- 


tematic analysis of the patterns of mutual per- 


repert 
these t 
relationship not by 
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ception which emerge. In terms of Kreitman's 
recent helpful review (1966) this technique 
combines characteristics of both his “external 
and ‘imputational’ methods of analysing 
interpersonal relationships. 2 
The technique depends оп the collection 
and interrelation of three sets of data. The 
first is a self-description by each member of 
the dyad in terms of a standardized personality 
test (Edwards Personal Preference Schedule 
(1959), EPPS). The second set provides us with 
a description of how each perceives the other, 
and finally we elicit how each member of the 
pair expects to be perceived by the other. All 
descriptions are in terms of the items which 
comprise the EPPS. The last measure is one 
which has often been neglected by earlier 
workers (Tharp, 1963), although it is essential 
to an adequate description of interpersonal 
processes. By way of illustration let us take 
the case of a man who quite correctly sees him- 
self as retiring, deferential and lacking in 
aggresive drive. His fiancée, perhaps influenced 
by his distinguished war record, sees him as 
masterful, aggressive and socially dominant. 
Having established these facts, one could 
reasonably anticipate interpersonal difficulties. 
However, the nature of these difficulties would 
depend largely on whether he expects his 
fiancée to agree with his own self-evaluation or 
successfully anticipates that she has a very 
different concept of him. The interpersonal 
perception technique is designed to provide 
objective measures of the three perceptual 
components we have been discussing. Since 
the technique to be described here was devised 
and the present account of it Written, a mono- 
graph by Laing et al. (1966) has been published 
describing a technique which they call the 
Interpersonal Perception Method, similarly 
designed to measure how two persons relate 
to one another. Despite the similarity in both 
general orientation and perceptual emphasis 
between these workers and the present writer, 
the techniques themselves are quite different, 
It may be useful briefly to tabulate some 
of the main points of difference between 
them. 
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(1) The point of departure for our и. 
nique is a self-description elicited bya cil 
dardized personality questionnaire. wv. К 
tions of one's spouse and one's раа 
how the spouse sees one are also Semet dà 
terms of the same framework. Laing e! 4 ‘hee 
not use a standardized instrument bp 
a set of 60 selected statements or € 
round each of which each partner 15 € ait 
to answer 12 questions. These 60 iue 
further classified by Laing into six ана 
to which they appear to belong; catego 
like ‘interdependence and пере Кт, 
example. The Laing method thus E her 
provide a self-description in terms Р while 
dardized personality parameters, "i artnet 
the range of perspectives which eac dd ei 
has of the other is sensitively s D 
quantified, these remain in terms e being 
which may be unique to the relations P 
studied. 

(2) Our technique limits the 
analysis to the level of * husband's vie 


percept 
w of wile 


tive’, while Laing goes beyond this 
band’s view of wife’s view of та "i 
topic'—a meta-metaperspective. ње diff- 
lieve introduces a degree of bein limits 18 
culty into the task which seriously 
clinical usefulness. ‘ k 
(3) The final difference — on here is 
techniques which we shall маше nich 
that of the possibilities of compare ron 
exist between dyads. Simplifying t ihes oun” 
Laing achieves this by comparing Я disag? 
and nature of the agreements an ai e 
ments per se between any dyad fiunt in 
Our technique, because of its di n dy s 
ture, enables comparisons betwee e disag" 
be made in terms of agreements an its: 
ments on established personality vn e 
while Laing can reasonably Mey det 
lationship between autonomy an + comp? 
in a given relationship, he pmi ae 
with the relationship between ad ad of in 
dependence he finds in a second 7 ; 
group of dyads without serio | 
error. | 
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PROCEDURE 


tees ae perception technique uses 
dm зоа ersonal Preference Schedule (1959) 
15 of the "i questionnaire designed to measure 
(1937). he Tsonality traits described by Murray 
Exhibition are: Achievement, Deference, Order, 
evans utonomy, Affiliation, Intraception, 
turance, Ch Dominance, Abasement, Nur- 
and Agave lange, Endurance, Heterosexuality 
И ор The EPPS comprises 225 paired 
ing ке UMS statement of the pair contribut- 
asked to s baat personality trait. The subject is 
Which he i ect the one statement of each pair 
е ра nsiders the more characteristic of him. 
esirabilit 25 are equated in respect of social 
Over ‘ine so that preference for one statement 
esire to - should not be influenced by the 
thers d. dee a favourable impression. In all 
of the 15 Statements which score towards each 
raw score ана А variables. The maximum 
naire is so e each trait is thus 28. The question- 
OF ëxamn] esigned that each Achievement item, 
Statements n paired on two occasions with 
Other pers representing each of the remaining 14 
on MM traits. Thus a very high score 
that it is ement will necessarily lower the scores 
Possible to obtain on the other variables. 


" Table 1 

usb; > 

rt sig, Respondent asked Wives’ 

б м" to protocols 
А describe coded 
"m Myself as I am B 
A My spouse as I see him/her B1 
2 B2 


"Myself as I think my 
Spouse sees me 


he interp ersonal perception technique requires 
S = the husband and wife complete the 
able ym three different points of view. (See 
Simple: į The instructions to the subjects are very 
attem s is emphasized that A 1 and B1 are not 
M Sad to predict how the spouse will answer, 
Ave ар ey describe the spouse as he *should 
Ject «k swered or, in other words, how the sub- 
т Nows’ the spouse to be from his behaviour. 
ted to complete 

tere questionnaire on any given day- This is 
ed to minimize the effects of fatigue and 


e " a 
Possibility of a response set developing. 


TI 
that 


€ sub; 
On] ubjects are also instruc 
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Analysis of data 


Two sets of measurements can be obtained 
from these six protocols. The first is a set of 
correlational measures derived from the raw 
scores, the second a set of measures of what we 
have called ‘congruence’. 

(1) Raw score correlations. Using the 15 
personality-trait raw scores the following product- 
moment correlation coefficients can be computed 


between protocols: 


Husband’s Wife’s 
expectations expectations 
(Bx A1) (Ax B1) 
(B1 x A2) (Al x B2) 
(Ax A2) (Bx B2) 


(Ax B) 


o remember that the hus- 
bands' protocols are always coded A and the 
wives’ B. When we compare two protocols the 
one presented on the left may be thought of as 
the criterion protocol and the other as the com- 


parison protocol. 
These seven ca 
following information. 
(Ax Bl). This is a measure of the similarity 
between a wife's perception of her husband, 
against the criterion of his self-description. 
Similarly (B x A 1) relates a wife's self-description 
to her husband's view of her personality. Neither 
of these measures can be interpreted in isolation. 
A low correlation coefficient on (Ax BI), for 
example, may be related to a wife's lack of insight 
into her husband's personality, a husband's 
o both. However, 


inadequate self-knowledge, or t 
ften becomes possible when 


an interpretation o 
the other relationships have been analysed, as our 
illustrative case demonstrates. у 
(41x B2). This is a direct index of one im- 
portant aspect of wifely insight. It measures her 
ability to predict how her husband sees her 


(B2) against the criterion of how in fact he does 


see her (A1). The calculation 


a similar measure for the husband. Er 
h correlation here indicates that 


(Bx B2). A hig) | 
а wife expects her husband to perceive her much 
as she perceives herself. That is, she expects her 
self-percept to be shared by her husband. This of 
course is what we mean when we say that some- 
one ‘understands’ us, and the (Bx B2) correla- 


tion represents à wife's prediction of how *under- 


It may be helpful t 


Iculations provide us with the 
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standing' her husband is likely to =. = 
accuracy of this prediction can е 
checked by referring to the (B x A 1) corre ae 
If the (B x B2) correlation matches the (Bx Al) 
correlation we know that the wife has gs ai 
predicted her husband’s perceptiveness vt Ч 
it. A similar argument also holds for the hus 
5 (А x A2) correlation. 

us Ps Finally, we have an over-all measure of 
the similarity between the husband’s and wife’s 
self-descriptions. 7 . 

(2) Congruence scores. The correlation analysis 
using summed raw scores has an important limi- 
tation. It gives us a measure of how any two sets 
of scores covary, but tells us nothing about the 
identity or otherwise of the items comprising 
these scores. A husband may, for example, have 
an Aggression score of 10, and his wife may 
indeed expect him to score 10 on this variable 
while failing to endorse any of the Aggression 
statements actually selected by her husband. One 
could conceptualize this by saying that the wife is 
knowledgeable about the amount of her husband's 
aggression without being certain about the way it 
is likely to declare itself. A much more precise 
measure of the similarity between two protocols 
is necessary, and the congruence score has been 
devised to provide this. 

The calculation of the congruence score is 
simple but laborious. The two protocols to be 
compared are examined trait by trait. All state- 
ments pertaining to a given trait on the criterion 
protocol are matched with the corresponding 
Statements on the comparison protocol. Those 
Statements which have been Scored in the same 
direction are totalled, This is the trait congruence 
score. The mean Congruence score of the 15 
variables is now determined and any individual 
trait congruence score which deviates markedly 
from this mean congruence score is of immediate 
psychological interest. Our Convention is to con- 
sider a score of one standard deviation above or 
below the mean as a high or a low congruence 
trait respectively. The analysis of these areas of 


marital perceptiveness and marital misunder- 
standing enables us to bui 


picture of the dynamics 
relationships within the ma: 
deviation of an individual 


trait congruence score 
from the mean congruence score is thus central 


to our interpretative technique, regardless of the 
magnitude of the mean congruence score itself. 
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ores а 
between (A x B1) mean congruence SC 


; ive 

Table 4 presents these data for our illustrat 
Я a 
"The distribution of congruence n 
tested on a sample of 48 subjects on an te very 
IPT measures and the scores Re cram pe same 
closely to a normal distribution. Using ons! 
sample we further calculated the re a 
hs The 
(A x Bl) raw score correlation ege » 

rank-order correlation was highly t 

(p = 40:82). It should not be pepe 
degree of association renders the c correla- 
measure redundant. Indeed the raw scor А global 
tions and the mean congruence scores à B wi 
measures of protocol similarity: mare a 

satisfactory that they should achieve 


uence 


is 

which 
agreement. The congruence meast егрегзова 
essential to the analysis of an rc witho 


relationship is the trait congruence wet 
Which areas of interpersonal percep a 
misunderstanding are difficult to iso 
interpret. 


eness 2 
e an 


Reliability hips any 
In the area of interpersonal peer 
technique should be sensitive 10 Thus е 
change and perceptual nescio. good № 
undue emphasis on high reliability suspicio? © 
itself should be regarded with some ointed Py 
Mair & Crisp (1968) have recently haps Я ан 
However, a technique may, and per dice > 
be internally consistent without omm on-go 
sensitivity and flexibility in measur’ 


logical processes. pitra) 
ik ^ € consistency of three be usin? 
selected IPT measures has been iat Me, 
a split-half technique. The three P але fr 
(Ax BI), (A1xB2) and (Bx ADOP ор is y 
à group of 25 non-psychiatric e scot ot 
In completing an EPPS a eo two P^ 
trait is determined by adding toge г 


ter? gy 
Scores, one a column score and S obit y co, 
score. Edwards (1959) calculates ге л scores о 
cients by correlating row and oe 7 trai б 
single protocol over the 15 perso : involve and 
each individual. The IPT measure exampl® a 
protocols, however, A and B1 ton тей 
it is the internal consistency © за | 
(AxB1) in which we are intereste“: | ag 


Е so 
cedure therefore is to sum the epi and, of 
rows on B1, sum the columns sult ant 


e 
columns on ВІ and correlate the г 


at this. 


of 


о c 
ПИ 
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15 scores for each couple. On the sample studied 
the average split-half coefficient of the 25 couples 
оп the (Ах ВВ!) measure was 0:84. On the 
(АІ x B2) measure it was 0-79 on the last measure 
sampled (Bx A1) the mean of the 25 split-half 
Coefficients was also 0:79. If the split-half re- 
liability coefficients are corrected by the Spear- 
man-Brown formula they become (AxB1) 
mean r — 0:91; (A1 x B2) mean r — 0:88; and 
(Bx A1) mean r = 0-88. It is evident that whether 
Or not these split-half reliability coefficients are 
Corrected for attenuation, they provide satisfac- 
tory evidence that the three IPT measures 
Sampled are internally highly consistent. 


Population homogeneity 

We have adduced some evidence for the in- 
ternal consistency of our measures, and we shall 
shortly consider their validity, but coming 
between the notions of reliability and validity in 
the context of a study of this kind is that of 
population homogeneity. For if a sample of 
married couples are demonstrably similar in 
terms of a number of important external criteria 
we can test the hypothesis that they are also homo- 
geneous with respect to our IPT measures. That is, 
whether the interpersonal perceptions of such a 
homogeneous group are themselves consistent. 

This hypothesis was tested on an experimental 
sample of 33 male alcoholics and their wives. All 
the patients were very similar in diagnosis, 
intelligence, age and socio-economic status and 
were being treated in the same amenity-bed 
Clinical unit at Crichton Royal. The IPT data 
were collected in two batches. For the first 18 
Couples the patients were virtually consecutive 
admissions and their data had been collected and 
analysed before data on another 15 couples were 
Collected from the same unit. In this way IPT 
Measures were available on two samples from 
what appeared clinically to be the same popula- 
tion, 


Table 2. Mean raw score correlations 


Ist sample 2nd sample р 
А with A 0-65 
B with B 0-83 
Al with Al 0:80 
B1 with B1 0:74 
A2 with A2 0-68 
B2 with B2 0-66 
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Taking the six IPT scores—A, B, Al, ВІ, A2 
and B2—we calculated mean raw scores for each 
of the 15 personality traits for each sample 
separately. A rank-order correlation coefficient 
was then obtained between the 15 mean scores of 
the Ist sample A and the 2nd sample A; the 
1st sample B and the 2nd sample B, and so on for 
all six sets of scores. The results of these correla- 
tions are given in Table 2. 

The clinical implications of these findings for 
the patient sample studied will be discussed in 
another place. But these results complement the 
split-half reliability correlations already pre- 
sented, and encourage us in the belief that the 
perceptual measures employed are tapping en- 
during interpersonal characteristics of the group 
which are likely to be psychologically meaningful. 


Validity 

There are many possible approaches to the 
problem of determining the validity of a new 
assessment technique. One can compare one's 
results with those obtained on the same dyad or 
group of dyads using other procedures like those 
of Roman & Bauman (1960), Laing er a/. (1966) 
or Osgood et al. (1957). The problem of course is 
that, while close agreement between the IPT and 
any other technique would be encouraging, any 
failure to agree would be difficult to interpret. It 
might relate to lack of validity in the IPT, in the 
comparison technique, or in both. A better 
approach is to make predictions about the future 
interpersonal behaviour of the dyad on the basis 
of the IPT analysis and have these predictions 
confirmed or infirmed. This kind of study, while 
both possible and necessary, demands a degree of 
sophistication which usually comes as a later 
development in the use of a technique after its 
early crudities have been modified through 
systematic studies and experience in its use. An 
alternative approach involves a group comparison 
procedure where the two groups are predictably 
different from one another and where one or 


istics about which a 
th groups have characteristics ab 
рее t exists. This is one of the 


sual agreemen ^ 
eee 3 blem of validity which we 


approaches to the pro ў 
Deos chosen. A study in which a group of 22 
alcoholic men and their wives are compared with 


iatri les has been 
a group of 26 non-psychiatric coup 
worse ook and reported (Drewery & Rae, 1968). 
This study was able to provide а descriptive 
account of alcoholic marriages which served to 
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confirm, integrate and extend the findings of 
workers from a variety of disciplines and theoreti- 
cal orientations. The second phase of this study 
in which IPT measures are related to prognostic 
indicators in the alcoholic has now been com- 
pleted and provides the best evidence yet available 
for the validity of the technique. This will be 
reported in due course. 

These methods by no means exhaust the pro- 
cedures available for determining validity. But 
before concluding this section we must return to 
the clinical situation from which the technique 
derives. Unless the psychiatrist, Psychologist or 
Social case-worker who is treating the patient 
and his family finds that the analysis of an indi- 
vidual relationship is understandable and thera- 
peutically helpful the technique is of limited value. 
This ‘face’ validity or ‘subjective’ validity has 
also to be shared by the married partners them- 
results of an IPT 
а control couple 
that they should 


by the doctor treating the 
case. 


Table 3. Interpersonal perception 


technique results Sor Mr and Mrs Smith 


Summed raw score correlation Coefficients 


r 


(Bx A1) 0:74 (Ахв1) 

(ВІхА2) 0.81 (A1x B2) D 
(Ax A2) —0:20 (Bx B2) 0-85 
(А хВ): „ = 0:45 
Congruence Scores 

Mean sp, Mean sp, 
(ВХА) 181 287 (AxB1) 14:13 2:72 
(B1xA2) 19-7 2:74 (A1xB2) 19-6 3.77 
(AxA2 15:5 376 (Bx B2) 228 243 
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Computer facilities 

Mr Norman McCorquodale of the Departed) 
of Computing Science of the University of on 
gow has prepared programs in both KD É 
ALGOL and EGTRAN for the interpersonal poa 
tion technique. The program scores and € 
the protocols and carries out the formal ana be 
of the data including correlations, dri 
Scores, congruence means and standard ving 
tions, and internal consistency coefficients, n 
the Psychologist with the interpretative -— і 
As experience with the technique Nem to 
Should be possible to extend the progra ses 
enable the computer to carry out certain proc 
of an interpretative nature. 


ANALYSIS OF A SINGLE MARITAL 
RELATIONSHIP 

The results summarized in Table ба 
obtained from a couple who have been Ww. wi 
for 23 years. Mr Smith is aged 49 and =. with 
47. He wasa hospitalized neurotic por js an 
drinking as the presenting symptom. had ? 
intelligent professional man and has 
successful business career. " 

The correlation coefficients and oe 
Bruence scores for the six compa ite 3). 
highly consistent one with another : notable 
All are statistically significant with FE where 
exceptions of (Ax B1) and (Ax ^ ruent? 
small negative correlations and Cong 


сол“ 


The 
nd. 
Scores no better than chance are fOUD"" c is 


rud 
(AxB) correlation, while substantia пега] | 


Short of statistical significance. In bs 
terms Mr Smith shows remarkable m 
in his ability to predict his wife's yr wit 
His perception of his wife accords rs mil 
her view of herself (Bx Al) and y*. " 
expects her husband to show this predi 
understanding (Bx B2) He also ders" 
(A x A2) his wife's total failure to UNCP pel! 
him (A x B 1). He sets the seal on men no 
insightful performance by being 1g misf 
merely to predict the fact of his wife deli? 
ception of him, but by being able guid 
accurately (B1x A2) how she т =. is 
perceives him. Mrs Smith for her P^, p 
without certain kinds of insight. ^5 


were | 
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seen, she rightly expects her husband to 
understand her, and knows very well how he 
perceives her (A 1 x B2). The(A x B 1) relation- 
ship points to the Achilles heel of this marriage. 
Mrs Smith perceives her husband in a way 
which bears no relationship to his own self- 
percept. In the light of Mr Smith $ perceptive- 
ness in every other area he is unlikely to be 
grossly inaccurate in his own self- description, 
so we may infer with some confidence that it 
is in Mrs Smith's view of her husband that the 
gravest distortions lie. А | 

We must now look at the personality traits 
themselves in order to study the dynamics of 
this marriage. Table 4 presents the personality 
variables on which the couple show most and 
least congruence. It may be recalled that high 
and low trait congruence scores were dis- 
tinguished by being one standard deviation 
above and below the mean congruence 
score. 

To facilitate the interpretation of this mari- 
tal relationship, not only the high and low 
congruence scores have been included, but the 
size of the scores and the direction of any 
discrepancy which exists, For example, in the 

4, Affiliation — — on the 


Dominance = High 


highly congruent 
both scores being over the 66th perce 


approximately equal. We introduce percentile 
Scores during this inter. 


or clinical setting. 
An exhaustive interpretation would impose 
on the reader's patience so We propose to focus 
our attention primarily on the (Ax B1) re- 
lationship which is central toan understandin 
of this marriage. Table 5 Presents the percentile 
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Scores obtained on the two protocols M 
tion. р 
uc Table 5 it can be seen that Mrs oo, 
view of her husband (B 1) is internally ay 
sistent. She describes an aggressive and Pies 
dominant man whose high level of -— Е 
and autocratic need for independence v 
comes someone who rarely completes и дер 
that he undertakes, and who is in n port 
dent on other people for help and Ы T ina 
This need for help is even more sep det 
person who is perceived as having a Ze hibition 
for affiliative need and a very high ex by hi 
score. Mr Smith, in other words, is seen 


band 
Table 5. Mrs Smith's view of her i 
in relation to his self-percep 


Bl: 
h Й Mrs smith 
Mr Smith's view 0! 3 
"i her NE 
К доња Percen 
ercentile 97 
10 Achievement 25 
12 Deference 55 
55 Order 82 
29 Exhibition 70 
37 Autonomy Nil 
91 Affiliation 6 
36 Intraception 7! 
33 Succorance 93 
93 Dominance 4l 
62 Abasement 15 
93 Nurturance 46 
94 Change 29 
33 Endurance | 69 
50 Heterosexuality 97 
29 Aggression 


on 

enden! р 

wife as socially and emotionally “ee a 
relationships with admiring Р plishinÉ 

whom he has no interest in esta 

maintaining friendly relations. 

In contrast Mr Smith Sees г agg yis? 
quite lacking any ambitious O inan d 

drive, and while he is socially dom ran M {0 
in the context of powerful p peor 

affiliative needs. He needs frien ЛА co 

relate to and to help. He enjoys 


) 
himself Gee 


f 
d 


48 
d 
| 


| 


that 


e 
Bocentricity, Her husband acknowledg 
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tot p roit istos brings with it. He does 
ве T г, seek admiration for its own sake, 
ae issues: himself either a person 
and sup Ey eni on others for their help 
аары Ӯ опе who makes a virtue of 
fiiia] | ог its own sake. He enjoys 
owes ions and this, together with his 
it likely E nce, achievement and order, makes 
енеди +. undertakes more than he ever 
deflected : he may be impulsive and easily 
rom the goals he has set himself. 


The: ipti 
Se descriptions based on the percentile 


Sco. 
"en ba to some degree of bias and 
example "e appear from Table 5, for 
Which exists the 53-point percentile difference 
ап error of on Exhibition is at least as grave 
crepancy wh judgement as the 48-point dis- 
Congruenc hich exists on Change. Yet our 
that M e analysis (Table 4) makes it clear 
ts Smith is much more accurate about 


er ^ 
husband's Exhibition than about his 


Ch 

the (5 this reason, our examination of 
Percentile ) relationship must go beyond the 

Personali score differences and focus on those 
analysi ity 
ога ма assured us are statistically mean- 
- These are the traits detailed in the wife's 


traits which our congruence 


x А 

~ section of Table 4. From this we see 
usba IS Smith grossly underestimates her 
and’s Affiliation, Nurturance and Change 


an. : 
aec etestimates his Aggression. She is more 
and BR his Dominance, Intraception 
Tates the] ition, although she somewhat over- 
illustrat atter. The significant (A X А2) traits 
Pated the hoy accurately Mr Smith has antici- 

ese discrepancies. 


Wi ; | 
„Ye are now in a position to bring these 


oe facts together in an attempt to 
iem describe the main areas of marital 
and’s ки It is perhaps paradoxically the hus- 

ominance which is the key to much 


Of hie. 

m I misunderstanding—paradoxically 

Which hae. one of the very few traits 

edly а rand Mrs Smith agree. He isundoubt 
dominant man, and for Mrs Smith this 


about 
doubt- 


bitious 


as 
the cold aggressive flavour of am 
es his 


о 1 Е 
Minance but its connotations for him are 


12 
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quite different. He sees his dominance as 
supportive, warm, conciliatory and unaggres- 
sive. How can we account for this? We know 
from the husband's percepts in Table 4 
(B x A1) that he sees his wife as being much 
higher on both Autonomy and Succorance 
than she recognizes (and we are assuming that 
he is the more likely to be accurate). This 
means that Mrs Smith has an intense depen- 
dence/independence conflict of which she is 
not completely aware and this can in turn be 
assumed to motivate some of her perceptual 
distortions of her husband. She is obliged to 
deny both her own need for help and her 
husband's ability to give it. When he offers 
support, which with a Nurturance score of 93 
must be a frequent occurrence, this is inter- 
preted asan aggressive act, another attempt to 
dominate. 

Mrs Smith perceives herself as an aggressive 
woman who blames herself and others with 
equal facility. However, she expects that her 
husband will see her as primarily an extra- 
rson while minimizing her intro- 
ndencies. In fact, he does the 
his is a nice example of a major 
ss at work and goes some way 
he hostility with which she 
s behaviour. 


punitive pe 
punitive te 
opposite. T. 
projective proce 
to explaining t 
invests her husband" 

We are postulating then that Mrs Smith's 


relationship with her husband can be partly 
understood in terms of her intense unrecog- 
nized conflict about dependence and indepen- 
dence (or from another point of view about 
submission and dominance). She needs the 
support of her husband but is unable to accept 
it when it is offered because of the connota- 
tions of dominance and aggression with which 
she has invested his behaviour. If this is true 
in general terms, it is almost inevitable that 
their sexual relationship must be charged with 


the same negative affect and must be an 
extremely difficult one; the evidence for this is 
entirely inferential however. Finally, one must 
ask what role remains for Mr Smith in this 
marriage. Because of his wife's difficulties, a 
benevolent authoritarian role, which he could 

is not available to him. He 


fulfil very well, 
Med. Psych. 42 
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would provide least threat to his wife if he were 
both inadequate and dependent on her and 
one might reasonably look at his recent history 
of drug addiction and rather longer history of 
drinking as his flirtation with the role of 
passive dependent husband. ' 

We shall leave the interpretation of the 
interpersonal relationship between Mr and 
Mrs Smith at this point. It is hoped that 
enough has been written to demonstrate the 
stages by which the analysis proceeds, and the 
nature of the inferences which can be made. 
Given these data, different psychologists may 
well develop rather different interpretative 
hypotheses. The final stage is necessarily more 
subjective than the earlier phase of correlation 
and congruence analysis. This isnot necessarily 
disadvantageous, provided the worker using 
the technique is aware of the point at which 
subjectivity enters and takes every opportunity 
of validating his interpretative hypotheses 
objectively. The reader may be interested in 
the following précis on Mr and Mrs Smith 
written independently by the psychiatrist re- 
sponsible for Mr Smith's treatment. 


MR AND Mns SMITH—CLINICAL SUMMARY 

Mr Smith, aged 49, presented with a five- 
year history of alcohol and barbiturate addic- 
tion. He has built UP a successful business from 
nothing and this has been emotionally very 
important to him. He wife complains that his 
business takes Precedence over his family and 
that he is not interested in or fond of their 
children. Mr Smith 
to help his children 
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ber of illicit sexual liaisons in ан ti 
towns. Although Mrs Smith has ERN ic 
many of their mutual friends of the a ra 
this, the story would appear to be comple E 
without substance. The medical staff =. 
believe that, in general, Mrs Smith's ассо ~: 
of her husband's behaviour was grossly 
accurate and at times almost delusional. "m 

Mrs Smith was herself hospitalized E 
barbiturate addiction 12 years ago. It d 
her suggestion that her husband began um 
drugs (her tablets) because he was ih я 
about his business’. Since his discharg н 
Smith has remained sober and has on 
taking drugs. Despite this his wife -— 
at follow-up interview that *you hav dent 
him worse than ever, doctor". They и 1 
living apart and a legal separation 15 P 


SUMMARY 


A new technique which measures reeption 
portant aspects of interpersonal (ca аб 
presented. The technique analyses un perceive 
two people perceives and expects 10 aramete | 
by the other along 15 personality Pn logic? 
From the results of this analysis cer! с made 
inferences about the relationship can 6 W 
Evidence for the internal apr resent 
interpersonal perception — a " 4 
and the problem of validity is dis atien r^ 
relationship between a male alcoholic o" d p 
his wife is analysed using the seni scope 5. 
case used to illustrate the nature а f the c? 
the method. A brief clinical résumé © 
included, 


ertain im” 


5. 
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Subincision among Australian Western Desert Aborigines 


By IVOR H. JONES* 


Subincision is an operation in which the 
penile urethra is incised along the ventral 
aspect from the urethral orifice a variable 
distance proximally. Among this group of 
Aborigines the custom is to incise it for at 
least two-thirds of its length. The procedure 
has aroused interest because of its rarity and 
because its significance is perplexing. The dis- 
tribution of the practice has been reviewed 
recently by Cawte (1966). It is found pre- 
dominantly in Australia and when the opera- 
tion is performed elsewhere it is done for 

м therapeutic reasons. Among the Western 
Desert people, and Australian Aborigines in 
general, it is apparently not done for this 
reason. Cawte (1966) has presented various 
other possible reasons for its performance. 
These may be summarized as: tradition, con- 
traceptive, hygiene, sexual, as a simulation of 
the female genitalia, and as a means of getting 
blood. To these may be added another, 
namely as a means of identification. Basedow 
(1927) discussed some of these and a number 
of other explanations which have mainly local 
applicability. For example, Klaatsch (1907), 
referring to the Broome district of West 
_ Australia, suggested that the operation allowed 
the performance of homosexual acts. In the 
Aborigine the practice of subincision Is linked 
traditionally to circumcision and recently 
Morrison (1967) has recapitulated Basedow 5 
(1927) theory that circumcision is particularly 
Prevalent in hot, dry climates as a ara mee’ 
Measure against balanitis; a complication о 
* Circumcision is meatal ulceration and phimo- 
Sis. Morrison suggests that subincision may 
therefore be a prophylactic operation against 
Phimosis, 

* First Assistant, Department of Psychiatry, 
University of Melbourne, Royal Melbourne 
Ospital, Victoria, Australia. 
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The purpose of this study is to investigate 
and discuss the meaning of subincision among 
this group of Western Desert people, ethnically 
similar but tribally distinct from those de- 
scribed by Cawte and not referred to specific- 
ally in the previous extensive anthropological 
work on the subject. 

Population. These people live at the War- 
burton Range Mission on the fringe of the 
Gibson Desert in Western Australia and are 
intermittently in contact with other Western 
Desert tribes. The mission station is run by the 
Board of United Aborigines Mission with the 
participation of the Native Welfare Depart- 
ment of Western Australia. There are 441 
Aborigines of all ages living a life in which 
tribal loreremains the governing force;a tribal 
family structure is maintained, and mostly 
they live in traditional shelters. The presence 
of the mission has not fundamentally 
changed their traditional way of life. The 
principal difference between the nomadic 
life and their present one is that clothes are 
now worn and money plays some part. The 
tribal lore may even be stronger now than 
formerly, since more time can now be devoted 
to ceremonial matters than to hunting. 


METHOD 


Five of these Aborigines best able to communi- 
cate in English were interviewed. All were well 
known to the author, so that some degree of 
rapport existed with all of them. Three of the five 
had actually acted as interpreters for a colleague 
and the author. One of them (P. P) may be con- 
sidered as the author's personal interpreter, and 
with him rapport was best, since he had spent 
many hours with the author and had previously 
acted in a similar capacity for another doctor. 
Unlike most interviews in this setting no other 
informants were present. The conversation was 
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often wide ranging, much of it covering other 
material than that appearing here, but within 
this open-ended interview a Standard series of 
questions was asked about subincision, its con- 
sequences and other sexual matters. These included 
the reason for the operation being performed as 
understood by the informant and direct questions 
about the value of the procedure for the Purposes 
detailed previously, namely as a contraceptive 
measure for the benefit of the subject 5 health, as 
affording a means of greater stimulation to the 
woman during intercourse, as a simulation of the 
vulva and as a source of blood. Further questions 
were asked about the possible consequences of 
subincision and the means of overcoming them. 
For example, the effect of subincision on passing 
urine and on ejaculation. Since the interview was 
principally concerned with sexual matters, the 
opportunity was taken to obtain information 
about related topics; for example, the informant's 
attitude to women and intercourse. The questions 
asked were: ‘Does she have an orgasm?' *Is the 
woman active or passive?’ ‘Is а woman asked 
before intercourse, and if so does she refuse?” 
An attempt was also made to elicit information 
about homosexuality, masturbation and the 
relation between intercourse and pregnancy. 
The informants were reluctant to have their 
Views recorded on tape; accordingly detailed 
notes were made during and immedi 


ately after the 
interview. Where discrepancies occurred between 
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ticu- 
one subject's account and another, these sae 1 
lar points were raised and discussed agai 
subsequent interview. 


DISCUSSION 


It is common to ask whya behaviour a 
particularly in cases such as this ee. 
behaviour is unusual, but usually а sto 
answer cannot be given because the pem to 
itself is imprecise. It is, however, possi (ig 
ask a series of related questions abou ЈЕ: 
haviour which are more precise. For ке > 
what was the historical origin of the cu$ к. 
what аге the reasons for its aree 
does it confer any advantage on the estion 
or group? Answers to some of these T in folk- 
may be common knowledge or pres ав 
lore. There is, of course, no guaran n an 
the reason is known or that the s at 
belief are in fact the ‘biological reason tion о 
least this is a start towards an и series 
this sort and one which may provide 4 
of testable hypotheses. 


Desire to conform 


The first reply when these informa 


nts bie 
Wang 

: ; ta 

asked why subincision is done is thà 


Table 1. Reasons Sor subincision 


Stated 

Subject reason Identification Contraceptive 

D.D. Lore No reply — Sometimes con- 
ception easier, 
Sometimes more 
difficult 

P.W. Lore No reply No effect 

A.L. Lore Yes No effect 

G.J. Lore No reply — No effect 

ВР, Lore Yes May make 


Conception easier 


Sexually А 
тоге | pure 
stimulating Simulation plo? 
Health for women of vulva ері 
No effect Yes Don't 
know 
ly 
NO rep 
Cleaner No No a 
No 19 
‘Some Yes No 
say it’s Я 
сІеапег” e rep 
No effect No No 
yes 
No effect ` No No 
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Is пова man until it has been done. (The loose 
вије of tribes and the individuals within 
н tribes in this area are known locally as 
Pier а In other words, the act confers status 
н, without it he is uninitiated and has to 
Since deccm a large part of tribal life. In 
"ies m nce he has a desire to conform and 
bus им eue] leads tostrong group cohesion, 
isis ss wi is an insufficient explanation 
ein ny act could be used in this way. The 
fee ation does not tell us why this particu- 
Procedure is chosen. 


Folklore 

ка (1966) has developed Basedow’s idea 
plals e Aborigine identifies with the marsu- 
ries > Particularly the kangaroo, which are a 
im Mon feature in his environment and an 
S aad source of food. He performs subin- 
stpial às an act of identification with the mar- 
"ros $, which in fact have either a bifid penis 
A ru degree of hypospadias. | 
аи Topologists have also examined this 
the 100г. One view (Strehlow, 1910) is that 
act is a fertility rite. This seems, at first, 


Table 2. Possible consequ 


ences of subincision and means of overcon 
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difficult to accept since it is unclear how the 
act could even appear to increase fertility, 
and in any event an increase may be undesir- 
able. A fertility rite may, however, be con- 
cerned with ensuring an adequate food supply 
as well as more progeny. In this context 
identification with the kangaroo becomes 
more understandable. 

This group of informants also clearly and 
unanimously gave the tribal lore as the reason 
forsubincision, and when asked further about . 
this they referred to myths, similar to those 
described by Cawte, in which the Aborigine 
sees himself as having features in common 
with a kangaroo. Some additional support for 
this interpretation can also be found from the 
local Aborigine dances in which a kangaroo 
plays an important part. However, one should 
attempt to explain why this particular form of 
identification is chosen. The possibilities are 
that this act has many more emotionally 
charged overtones than other features which 
the kangaroo and the Aborigine may have in 
common, or that it possesses some additional 


biological advantage. 


ning them 


Position adopted 


Manual 
i introduction . о : 
Subject Ejaculate of semen Urine га, satus 
PB. i Wide stream Lying, female supine, 
Part in, part out No У ton | 

Б. і Wide stream Female supine, male sitting 

A.L "d авия" и Wide stream Female supine, a ve 

et i Wide stream Female supine, male sitting 

Р.Р. pen in ги A Ne Wide stream Female supine, male sitting 

Table 3. Other sexual questions 
us Arewomen An TES Knowledge Knowledge 
Bet pleasure Do women active i T је: T 

j i его х . 
ject hea ? = ? i Кесе 07 intercourse? refuse? homosexuality masturbation 
~ e p ts Yes No No knowledge No knowledge 
У ie xes то Yes No No knowledge Boys only 
Я T Pu eed Yes Unclear № knowledge No reply 
Г m o в lear Unclear No knowledge Boys 
. Unclear Unclear Unclear Unclea: X т DS 
| Yes Unclear Unclear Yes o 
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It would seem reasonable to choose the 
penis in the former context since it is ‘of the 
essence' of man and therefore is more suited 
to an act of identification. This may therefore 
be an adequate explanation. Alternatively, the 
act may have some additional biological 
value. It may confer some additional advan- 
tage, beyond the tribal one, on the recipient. 


Biological theories: contraceptive 


A common lay view is that subincision is a 
contraceptive procedure, which sounds feasible 
when one recalls the limited food supply, the 
fact that the child is nursed at the breast until 
late by western standards and the alleged 
custom (Bates, 1938) of infanticide of children 
who cannot be supported. 

On medical grounds the theory seems super- 
ficially reasonable since the Aborigine is a 
hypospadiac in the sense that the urethra 
opens along the shaft of the penis or at the 
base rather than at the glans and hypospadiacs 
are often sterile, but the analogy may be a 
false one in that the hypospadiac usually has 

some chordee present which interferes with 
intercourse. There is no chordee in the 
Aborigine. One might expect fertility to be 
reduced, but clearly this is not so. At present 
47 per cent of the Aborigine population at 
Warburton are aged 16 or under, This figure 
compares favourably with that for Victoria of 
32 per cent (calculation based on Common- 
wealth Bureau of Statistics figures). While 
this comparison is not entirely valid and other 
factors such as higher death rate in later life 
could alter the relative proportion of young 
persons, it would be difficult to believe that 
the fertility of these People was subst 
less than that of other Australians, 

Direct questioning revealed that disagree- 
ment did exist about the effect of subincision 
on conception, but none believed that subin- 
cision was a contraceptive procedure. 

It is of value therefore to try and decide how 
their fertility can remain high. 

The principal explanations which occur to 
me are that semen is manually introduced or 
that a position is adopted during intercourse 


antially 
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which facilitates introduction of the -— 
from the subincised urethra. The informan 
aculate 
were therefore asked whether the ej г 
went into the vagina or outside. They po 
asked directly about manual introduc a 
of semen and all agreed that it на 
manually introduced. A variety of йе 46 
were made and each informant was pid; 
pick out the one which most closely d я 
mated to the position which he use osi 
intercourse. Four out of five adopted AR е 
tion with the woman lying, her legs ~ ван 
male above with his legs flexed at the s 
apart, under the woman's thighs. He "fors 
à squatting position but inne. him (0 
slightly, pulling the woman Uem S nd 3 
increase penetration. The fifth adop ћезе 
orthodox face-to-face lying агар none 
positions were adopted consistently a е ones: 
admitted to the use of any paires during 
Tt may be that this upright positio into 
intercourse facilitates entry of пас i 
vagina from the subincised драге 
overcomes the theoretical contracep 
of the subincision. origi 
It is commonly believed that the Ab veen 
does not know of the association ^^ poin 
sexual intercourse and childbearing. Ashley” 
has been discussed at length ol a 
Montagu (1937). This ang a Я ко! 
relevant in the present context sinc d гр 


op wou stan 
knowledge of the association pincis!? 


parently invalidate the theory that "E ormai 
isa known contraceptive act. These E: um 
were all well aware of the Dep e 
intercourse and conception, but ideas m 
more sophisticated in Western kno a 
most and may have acquired sci p" 
recently. However, further ques ledge in et 
made about the state of this know | mé ue 
area among less sophisticated triba the ashe 


: at 
and the informants considered edt о 
ciation was generally known. It aes ect 
author probable that the idea aros? 


н б А inkin 
of the substantial difference in th! t 


5 
re П0 80 
these Aborigines show. They а ii mo 


versed in formal logic, and T rect ° 


e 
always think in terms of cause an 


| 
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—— iniri causes, Phenomena we 
may be em “a С апсе associations of an act 
2; nS 1р asized as important relations. 
sorts "s the dreaming’ includes some 
conception t ing) is as important a cause of its 
does not S mt us is intercourse and he 
would м за the question to himself as we 
ин what is the prime cause or the 
lias eu and sufficient cause. In addition he 
that as traditional reasons for maintaining 
using e is important He may be 
sophisticated wee in the same way that 
birth of a ae people may talk of the 
mystical oe as 'God's will’, postulating a 
cept of time or in addition to coitus. His con- 
so that evid is also defective by our standards 
trainofey ence ofa clear time sequence in a 
Pregnane ents, in this case between intercourse, 
Part of xa and parturition, which isa central 
his. it oo thinking, has less significance for 
about co ems therefore that, to a question 
Must be Pie by an answer that the child 
does not I may well be given, but this 
Part of thi ean that intercourse is not seen as а 
5 process. 


о Cleanliness 
Was а thought that the procedure 
and thr net; one was doubtful on the point 
is is ES claimed it had no effect. However, 
is put o Society in which not much emphasis 
B nude dee coe cleanliness and on a priori 
Sound, S explanation does not seem very 
t nae interest in this context to compare 
Cision = of thought in relation to circum- 
tions * ordon, 1945). The earlier explana- 
lion ц ere that the act is a means of identifica- 
ly bea by Jews, Mohammedans and prob- 
ate ber from total genital amputation, a 
m icted on slaves and prisoners of war. 
он ~ recently (i.e. since about the 19th 
Virtue) at cleanliness became a greater 
Canva that the hygiene rationale has been 
ave Ssed. A similar pattern of thought may 
€ occurred in relation to subincision, 
dis asan explanation for the phenomenon 
8 canvassed by those more familiar with 
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Western ways of life and thought. But Base- 
dow's modification of the view that it was a 
prophylactic measure initially remains pos- 
sible, the principal arguments against the 
point of view being that one might expect the 
possibility of infection to be known and, 
unless other factors had intervened, for the 
operation to be confined to the terminal 
urethra since this is likely to be the region 
suffering stenosis. Morrison (1967) has argued 
that similar balanitis and urethral stenosis has 
been seen to occur among Europeans in desert 
regions. The two populations may, however, 
not be comparable in their susceptibility to 
balanitis. The author has been impressed by 
the resistance of these desert Aborigines to 
infections to which they and their antecedents 
have been subjected for many generations (not 
of course to respiratory infections and infec- 
tive fevers). The fact that such a sequence of 
events has been seen in Europeans living in the 
desert does not seem a valid argument for this 


occurring among Aborigines. 


Female stimulation 


The informants were uncertain about its 
efficacy as a stimulant to the woman during 
intercourse. However, it seems to the author 
very unlikely that this is an adequate explana- 
tion since this group are not particularly con- 
cerned about the advantages of giving pleasure 
to the woman. Intercourse is regarded as the 
wife's duty, irrespective of whether she derives 


any pleasure from it or not, and the explana- 
o account for the 


tion seems inadequate t 

revalence of the custom in this culture. The 
author had considerable difficulty in getting 
the informants to make this comparison—i.e. 
between the subincised and non-subincised 
state—presumably because only those who 
had contravened the tribal law by having 


intercourse before initiation (and conse- 
quently been speared for their initiative) 
would have experience of any but the subin- 

emed to the 


cised state. The suggestion se 
author to be an extension of the common (but 


erroneous) male myth in Western communi- 
ties that the larger the penis the greater the 


188 


female pleasure derived. It seemed to him that 
the suggestion is simply a rationalization 
which looks at Aborigines in terms of Western 
mythology and is not a serious explanation of 
the historical or biological reasons for the 
practice. 


Simulation of the vulva 


It has been suggested that the subincised 
urethra looks like the vulva and that sub- 
incision is an unconscious attempt to simulate 
the vulva. Ashley-Montagu (1937) sees the 
act as indicating a desire to emulate the 
female in the intermittent production of 
blood. This view has been strongly sup- 
ported by Bettelheim (1955). 

None of these informants had any idea that 
the subincised urethra did look like the female 
labia and four denied that it did do so. Further, 
the similarity is diminished during sexual 
excitation when the penis is erect Since the 
urethral mucosa is then everted, the only 
remaining similarity then being in the colour. 
If the hypothesis were correct the envy would 
be at an unconscious level and may therefore 
notappearon direct questioning. One may say, 


however, that no evidence for i 
i the hypo 
was found. PM 


Source of blood 
Only one of the five informants admitted 
that subincision was a source of blood, and he 
maintained that this was not the геазоп for the 
Operation. Its existence Provided an eas 


Source of blood when small iti 
required, (For larger ion 


telheim (1 955) 


y differentiati 
made between ‘good’ and ‘bad’ blood hat 


ing to its source. 
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Means of identification 


Reference has already been made to the 
history of circumcision and the propose 
reasons for its occurrence. One of the earliest 
purposes it served was as a means of identific: 
tion (Genesis xxxix.13). Subincision d 
a similar purpose among these central An 
tralian Aborigines. When a group from anot í 
area approach, an initiated member is sele 
to go in advance. As part of his асстедна 
he offers the subincised penis, which 1 is 
amined, and if subincised adequately лер 
accepted апа on his behalf his group ty 
similarly accepted. The operation undoupt 5 
serves the purpose of identification an 
has a social function. 


Additional sexual information m: 


The additional information detaile me 
Table 3 indicated that only one person € was 
aware that the woman had an orgasm: ctive 
not at all clear whether the woman Was sde to 
during intercourse or not. The male attit! fye 
the woman during intercourse seems =. 0 
been summed up very well in the rer одде 
one informant during the following is ask 
"When you want to. . .your wife до У «poss 
first?’ “Yes.” * Does she refuse?’ ‘М0. ре? 
she ever refuse? ‘No,’ ‘What would h4P 
if she did?’ ‘Pd beat her.’ 

The informants were reluctant tO m 
masturbation, but three of the five boy p 
that masturbation occurred among © + ‘ects 
по case was the author able to get the >” 
to understand the idea of homosex"? 
course, and in each case after some oy 
elicited only replies about the Bep. 
consequences of a man having interco ms 
a girl before he is initiated. It pee 
unlikely that any of these five men Wr 
of homosexual intercourse amon , шай 
men. Had the incidence of home gilt 
been similar to that in Western hes f 09 
one might have expected the prt pa 
activity to be known. About 5 У po” 
ferred and usual sexual outlet was гру 
sexualone might be expected at the 


with 
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Range Mission. Such a number could exist 
and the informants simply failed to tell the 
author, but their inability to understand the 
Concept was surprising and gave conviction to 
their replies. If their replies are genuine, and 
there is little or no homosexuality in the tribal 
community, then a comparison of their child- 
Tearing pattern with those of Western com- 
munities may throw some light on the genesis 
of homosexuality. 


CONCLUSIONS 

It is clear that the act of subincision may be 
looked at from different points of view. The 
question ‘why is it done?’ is confusing since 
there may be many replies, not all mutually 
exclusive. The present purposes may be dif- 
ferent from those which determined its origins. 
This study suggests that the act is a powerful 
means of producing group cohesion by endow- 
ing status on those who have the operation 
performed. These people then acquire access 
to many of the male secrets of the tribe. As 
individuals they have status, but the group 
also has a greater control over them. The act 
is also a means of identifying with the kan- 
garoo and in this sense may bea fertility rite— 
by identification one may be better able to 
епзиге an adequate contact with this source of 
Sustenance. But none of these explanations, 
Complex as they are, seem adequate to explain 
Why this act rather than some other persists, 
_ Since one could think of ways of producing 

Broup cohesion and fertility other than by 

this particular act. Of the other reasons for 

Subincision, hygiene seems the most common, 

but is not entirely satisfactory. Others—such 

as contraception, as à stimulant to the 
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woman, as an example of vulval envy, and as 
a source of blood for ritual purposes—have 
been examined and found to be defective or 
incomplete explanations. One is forced back 
to the comparison with circumcision. This too 
has no clear biological value in most cases. 
Circumcision was probably used in the first 
instances as a means of identification of slaves 
and later as a means of identification for those 
initiated into certain religions. It then became 
an integral part of a religion, being incor- 
porated into the dogma, and this has afforded 
sufficient reason for its continuance, without 
any further biological purpose being neces- 
sary. It seems that subincision may have 
become incorporated in this way. 


SUMMARY 


The ritual operation of subincision among 
Australian Western Desert Aborigines has been 
examined by interviewing five informants. Its 
rationale has been investigated and discussed. No 
biological purpose has been found which affords 
an adequate explanation of the behaviour, but the 
act is a powerful force in maintaining tribal 
culture. It may, in addition, be a fertility rite and 
a means of identification. 
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Film Review 


Young Children in Brief Separation. By James 
and Joyce Robertson. No. 1. Kate, aged 2 
years 5 months, in foster care for 27 “days. 
No. 2. Jane, aged 17 months, in foster care 
for 10 days. Available through: Concord 
Films Council, Nacton, Ipswich, Suffolk; 
New York University Film Library, New 
York. | 


For many years now James and Joyce Robert- 
son, of the Tavistock Institute of Human Rela- 
tions, have been engaged in research projects 
concerning the mother-child relationship with 
special reference to the effects of separation from 
mother in the first years of life. Their researches 
have always been geared to the dual purpose of 
increasing knowledge of child development and 
of improving child care practices. This is evident 
from the observational studies of young children 
in hospital for which James Robertson is well 
known. His two previous films A Two Year Old 
Goes to Hospital and Going 10 Hospital with 
Mother have aroused wide interest and have 
Contributed to modify the care of young children 
in many of our hospitals. 

The present study was planned to examine 
Tesponses to separation from mother in children 
between 14 and 2$ years, uncontaminated by 
the effects of illness, pain and hospitalization. To 
this end James and Joyce Robertson became 
foster-parents and took into their family a series 
Of four small children who were in need of foster 
Care while their mother was in hospital for the 
birth of a second baby. They tried to select 
Children who had not previously been separated 
from their mother and where it could be assumed 
that the pending separation into foster care would 

€ the first major stress imposed upon the child. 
1 Very effort was made to help the child deal with 
ee Stressful situation. Prior to the separation a 
i ries of interchange visits were arranged between 
Wd families to enable the child to become familiar 
ie the foster-parents and the foster-home, and 
enable the foster-mother to learn as much as 
Possible about the child’s usual routine and his 
Parents’ way of handling him. On coming into 
ster care the child brought with him his OW! 
ed and blankets, toys and cuddlies and a photo- 


graph of his mother. During the separation the 
foster-mother sought to keep the image of the 
mother alive by talking about her and Верт 
the child to some understanding and ie 
of feeling through play with a family of small 
dolls. 

The films under review of Kate (2 years 5 
months) and Jane (17 months) give an account 
of how these two children coped with separation 
from mother and provide a sensitive visual record 
of their behaviour and affective expression before, 
during and after the separation experience. (Two 
further films are in preparation.) The commentary 
accompanying the films, as well as the quite 
extensive guide-books with background data, will 
further contribute to raise considerations of 
understanding and practice which are relevant to 
all foster care. They make it abundantly clear that 
separation from mother is a distressing experience 
for the young child, even if the child receives 
optimum care, attention and affection from an 
understanding and tolerant foster-mother. They 
also suggest that good substitute care, together 
with adequate preparation for this experience and 
supportive help during the separation, may enable 
the child to cope without being overwhelmed by 
anxieties and feelings which may lead to lasting 
psychological damage. 

Doubtless these films will be of enormous 
interest to all those concerned directly or in- 
directly with foster care but they should also 
prove invaluable for teaching normal child 


development. 

For psycho 
of extending t 
development these fi 
rather than answer 
work we are often rec 
such early separations ; 
brought at some later stage п t 
life. Though reconstructions of 


ally clinicall ful 
me certain theoretical doubts remain in how 
far we are really dealing with the original responses 
to an early experience and not with later associ- 
ations, elaborations and meanings that became 
linked with the early experience. Such questions 
particularly when we go back to the earliest 


logists and psychoanalysts in search 
heir knowledge of early childhood 
Ims may well raise questions 
them. In psychotherapeutic 
onstructing responses to 
on the basis of material 
he individual's 
this kind are 


y justified and meaningful to the 


arise 
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preverbal period of life and have led many psycho- 
analytic research workers into the field of direct 
childhood observation. The film of Jane demon- 
strates the difficulties often encountered in 
observational studies, namely of understanding 
underlying psychological processes from the 
surface behaviour of preverbal children. Detailed 
written observations on both children await publi- 
cation, and it is likely that those on Kate should 
add considerably to our understanding of that 
i erbal child. 
је the data presented in the two 
films one is at first impressed by the similarity 
in their reaction to separation. Kate is described 
as a mature and verbal 23-year-old who coped 
well for the first six days in foster care. Then the 
strain and stress of the separation experience 
began to show increasingly day by day. She 
demonstrated her conflictual feelings of longing 
and anger with her parents in her play with dolls. 
She demanded more and more bottles to suck 
and thus demonstrated her need to find earlier 
sources of comfort and security. It was noted that 
at other periods of the day Kate Bave every 
indication that she had become increasingly secure 
in the foster-home and increasingly attached to 
the foster-mother. Jane, at 17 months, was active 
and cheerful, ate and slept well for the first three 
or four days in foster care. The only change in 
her behaviour noted was that she smiled a great 
deal in an exaggerated manner, seemingly in 
order to elicit a smiling response from her care- 
takers. From then onwards she too began to 
show the strain of separation from mother by 
increased crying, increased sucking and resistances 
to being potted and handled, etc. 
What conclusions can we draw from such 
Observations? Can we safely assume that the 
“delay in reaction’ to Separation was an indication 
of a defensive warding off experiencing of pain 
and distress in both children? Was Kate’s ability 
to cope well for a longer period directly related 
to her more developed ego and greater maturity? 
Do we postulate that g00d substitute maternal 
care facilitates the maintenance of such defences 
or do we assume that a child has to feel secure 
in his new surrounding before he can show real 
feelings? From the surface material it would seem 
that separation at 17 months is Not very different 
from separation at 2} years. However, we must 
seriously question whether the fact that both 
children showed signs of distress only after several 
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МГ ical 
days necessarily means that similar psycholog! А 


processes were involved in both cases. tablished 
Kate at 2} presumably had a firmly es и" 
inner representation of her mother and a d E. 
ship to her strong enough to be come) Kate's 
when Kate felt angry and disappointe . н. 
emotional involvement remained with а 
mother throughout the period of p ond to 
although she was able to receive and re Pates 
the affectionate care of the spp 
parents were rather strict and had PEE of these 
tions in terms of ‘good’ behaviour. Som! 
standards were internalized and 
good, obedient and conforming ai 
foster-home she was probably able p Ey abo 
being from inner sources. She talked fr are nd 
her mother and her home, often re 
contrasted foster-mother with пе апо 
home with home, indicating her a ff confusio? 
of the reality situation. The only area са 
was her steadfast insistence that her п n he nd 
at home in bed where she had last ey i 
not in hospital as foster-mother карча 1 
After visiting mother in hospital on c foun ay 
she remarked with relief: * Now I ps wit pe 
mummy.’ Could we postulate — f reality» F 
inner resources, her good appraisa м ep 
good caretaking environment, a d 


: ‘ences she | 
exciting and stimulating motor во in e 
deal with, did not miss her mot t five 


as to cause her real distress for the firs s of 
i ? tion 
p № difficult still to make ке А aim 
Jane's inner state. Did she find и ere neith | 
of confusion in surroundings а it 
totally strange nor comfortably fa to a situa p 
her resources mobilized to adapt nse of? An 
she could not possibly make od days" ^: 0 
seeing the film of Jane I wondered fo next 40° 
the special circumstances of penc nis € 
the Robertsons added to or si ded 
fusion. Jane played in a familiar е own ffo 
in a familiar street and passed ually trie 
door many times before she py 

open the gate and get into ae attempt W 
significant that she made the firs minu 7 «off 
the foster-mother left her for a few "au m 
was this first attempt almost "e: doned 
exploration which was readily = then 
she could not open the latch ап = ге 0“, 
at the next opportunity by а aped 
mined effort to gain entry? On thes 
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it was also followed by signs of angry frustration 
when the attempt was thwarted and led to Jane's 
first active protest against being taken back into 
the Robertsons’ house. Then on the 5th day in 
foster care she uttered ‘Mama’ for the first time, 
one of the three words Jane could say before 
Separation. When Jane was reunited with mother 
after 10 days she recognized her instantly, and 
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immediately shifted her attention from foster- 
mother to mother. How stable are inner repre- 
sentations at 17 months? Was Jane able from 
the beginning to recall the image oZ err szer- 
mother or did she need time to sort gat her 
confusion and organize her perceptual world 
before she could actually recapture awareness of 
what she had lost? H. KENNEDY 
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The syndrome of delicate self-cutting* 


By PING-NIE РАОТ 


During the 10-year period from January 
1957 to December 1966, 32 of the 413 new 
admissions (7-7 per cent) to Chestnut Lodge 
were cutters. By cutters we mean those 
patients who had wilfully opened a wound 
on their own body by using a sharp instru- 
ment. Among these 32 patients we observed 
that cutting fell into two patterns: (1) the 
cutter made a single, deep and coarse incision 
close to vital points, such as radial artery, 
jugular vein, etc. : following this life-endanger- 
ht improve clinically or 


ing act the cutter mig 
might further regress—rarely did he, however, 
e cutter made only 


repeat his act; and (2) th 
superficial, delicate, carefully designed in- 
cisions. When no suture is applied (as often 
happened) the wound, when healed, may 
leave no trace of a Scar; the cutter tended, 
however, to repeat his cutting again and 
again. At first we attempted descriptively to 
consider the cutter of the first pattern group 


suicidal and that of the second group non- 
bandoned such con- 


suicidal. We soon 2 
ceptualization. While we are not certain that 
the cutter of the first group might change 
into one of the second group, We do feel 
certain that the reverse could be true. Though 
we have not had (and do not hope to have) 


the occasion to confirm our belief, we are 
rtunity to read Lit- 


appreciative of the oppo 
man’s (1965) description of such occurrences. 

Of the 32 patients in our series, five 
were coarse cutters and 27 were delicate 
cutters. While the former were 35 years of 


* An abbreviated version of this paper was 
nted at the 13th Annual Symposium at 
Chestnut Lodge, Rockville, Maryland, on 13 


500 West Montgomery 


+ Chestnut Lodge, 
d 20850, U.S.A. 


Avenue, Rockville, Marylan 
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age or above upon their admission, the latter 
were all quite young, ranging in age from 16 
to 24. Of the five coarse cutters, four were 
male and one female, whereas 23 of the 
27 delicate cutters were female. Although 
despair was noted in both groups, it was more 
definitely and persistently manifested in the 
form of psychotic depressive syndrome among 
the coarse cutters. On the other hand, the 
delicate cutters seemed to vacillate between 
being psychotic and being ‘normal’. Because 
the delicate cutters were not psychotic all the 
time, they were paradoxically more of a 
problem in terms of individual therapy, as 
well as hospital management. For this reason 
we shall henceforth concern ourselves with 
this group of 27 young, mostly female patients. 
Literature on this subject of delicate self- 
cutting has been scanty (Emerson, 1913; 
Menninger, 1933; Offer & Barglow, 1960; 
Phillips & Muzaffer, 1961). Recent interest 
(Burnham, 1966; Crabtree, 1967; Graff & 
Mallin, 1967), including ours (Kafka, 1969; 
Podvoll, 1969), in this specific syndrome 
might be due either to the increased proportion 
of such type of patients or to the increased 
sophistication in the treatment of them. For 
this presentation I shall first summarize the 
general clinical information about this group 
of delicate cutters and then describe the 
e of cutting in terms of the state of 
mind at the time of cutting and the events 
that led to the act. Conceptualizing the 
experience of cutting as an altered ego state, 
Т shall compare it with other altered ego 
states, especially depersonalization and de- 
realization. Lastly, I shall also consider 
certain problems in the intensive therapeutic 
endeavour with this group of patients. (Here 
Ishall speak essentially of my own experience 
in the intensive psychotherapeutic work with 
Med. Psych. 42 


experienc 


GENERAL CLINICAL INFORMATION 
Although the delicate cutters Should be 
Categorically diagnosed as Severe borderline 
states (Knight, 1953), 
Classified in accordance with the American 
Psychiatric Association Diagnostic Manual 


Strangers her full name. The ‘least sick’ one 


recalled how, at a little over six years, the 
adults around her became so absolutely pre- 
Occupied with her deceased mother that they 
were simply unaware of the terror and 
bewilderment Which she was experiencing as 
à Survivor of the same accident which caused 
her mother's death. 

Asa rule, in addition to the delicate self- 
cutting, each cutter had had other symptoms 
which, excluding those authentic psychotic 
manifestations described above, were: eating 
Problems (bulimia and апогехіа),* mild 
Swings of depression and elation, brief 
moments of lapse of consciousness En 
mal-like), absconding from the hospita’, 
promiscuity, suicidal ruminations, ingestion 
of sharp Objects or intoxicants, breaking 
Window-panes or furniture, burning them- 
selves with lighted cigarettes, attempted arson, 
and so on. The Phenomenon of the multi- 
farious Symptoms in these cutters CS 
interesting one and it may offer ped 
to the understanding of the problems of t 
Choice of Symptoms. ] 

A scrutiny of the delicate cutters' eary 
developmental history revealed the pale 
(1) So far as the patients’ upbringing s 
Concerned the mother had played a pee 
TOle in the family constellation; the pce 
Stayed on the periphery. While the € 
dictated to the patient (male or female) ho 
they should experience (usually contradictory 
messages) in terms of their sexual aem 
the father Contributed anaemically as т. 
Person to interact with or a model to ident! 4 
With. The siblings were usually not symptom 
free. (2) There was lack of maternal handling 


three patients openly admitted her fear a 
touching infant babies; the second mour 
raised the child by books which recommende 
withholding any sort of stimulation and» 


* The high frequency of occurrence of ape 
Problems among the delicate self-cutters 1s bE 
coincidental. The Psychological connexion ove 
tween the two has been elucidated by Malc 
(1933). 


$= 
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heeding such recommendations, she was 
proud to have breast-fed the patient without 
touching her. The third mother, who was 
deceased when the patient entered the hospital, 
was described as a * person who could perform 
better in the business world than in the role 
of a mother’. The lack of maternal handling 
was, however, not necessarily due to deficiency 
in the ability of mothering on the part of the 
mother or her substitute. In Dr Kafka's case 
(1969) it was also contributed to by the 
development of the baby's extensive derma- 
titis. (3) Frequent changes in the quality and 
quantity of the maternal care, as à result of 
poor relationship between the two parents, 
mother's sickness, birth of siblings, numerous 
nursemaids, etc. (4) Some of the observant 
mothers noted that since Very early life the 
patients were more interested in persons than 
in things (toys, etc.). (5) These patients were 
conceived as ‘too aggressive” and therefore 


*bad'—thus laying the foundation for fear 
on one hand and 


of their own aggression 
ard’ on the other. 


*turning the aggression inw 
For instance, one patient—in the course of 


the study of her constant fear of hurting 
others—produced à picture from her family 
album: although she was about 2$ years 
younger than her brother, she was almost 
the same height as he was. She indicated, 
‘I was always told that І was aggressive and 


that my brother was afraid of me.” (6) The 
female patients’ repugnance toward female 
on with mother's 


sexuality as an identificati 
attitude, or as a result of parents" (here the 
father also came into the picture) preference 
toward male siblings. They were much more 
competitive with men than with women and 
were more envious of men's achievements 
than those of women. Even though they 
might have lived through a prolonged period 
as a tomboy, most of them were still strikingly 
feminine-looking. In the case of my patient, 
though she was over six feet, with a heavy 
frame, this still did not detract from her 
feminine look when she was dressed up. On 
the other hand, the male patients Were 
‘pretty boys’ and quite effeminate. On the 
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psychological tests both sexes showed un- 
certainty of sexual identity. (7) These patients 
were relatively free from major symptoms 
which necessitated psychiatric consultations 
before puberty—although an expert could 
easily detect them as troubled ones (e.g. they 
were overclinging, accident prone, pouted 
easily, erratic eaters and were pathetic looking 
in their early photos, etc.). (8) These patients 
were inept, isolated and alienated in the 
social setting. They often earned their friend- 
ships (of a superficial degree) through 
‘imitating’ or through clowning. As a rule, 
they sought the company of younger persons. 
The female patients, themselves tomboys, 
usually preferred male companions; they had 
no girl friends. 

Usually at 12 to 14,* at the dawn of their 
pubescent upheavals, the cutters began their 
‘experimentations’. At first it was done 
sparsely and unnoticeably; before long, 
however, they began to cut more and more 
boldly and dramatically. When this finally 
came to the attention of the family members 
they were made unwilling psychiatric patients. 
Usually following a period of out-patient 
treatment, they were hospitalized. On the 
average, every patient who was admitted to 
Chestnut Lodge had had at least two years’ 
hospitalization elsewhere. 


THE EXPERIENCE OF CUTTING 


This group of hospitalized delicate self- 
cutters described their experience of cutting 
as follows. For reasons not known to the 

atient, shet felt very tense; following a 

eriod of tenseness she decided to be by 
herself; while alone, the tension mounted; 


* For the female patients menarche was 
usually established over one year earlier. Their 
reaction to the first menstrual experience was not 
consistently traumatic; they did, however, often 
complain of insufficient ‘sexual’ education from 
their mothers. But they felt they never got any- 
thing ‘sufficiently’ from their mothers anyway. 

+ Feminine pronoun used because 23 of the 
27 patients under consideration were female. 
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then, all of a sudden, she discovered that she 


of 
As a Strong stimulus to the return 
had already cut herself. 


Consciousness, we wonder if, during ~ 
infancy, when the tactile and pec ern ак 
sensations were withheld, there mig E 
have been a tendency to increased Lade: 
visual Perception. As a result, such т vet 
would be apt to be more conscious о vet 
they saw. As a group, the delicate cutter + 
Teviewed felt that it was particularly impor in 
to be able to look at the analyst during t 

analytic sessions 


Following Cutting, the patient felt pue 
Perhaps what she felt glad about was x 
merely because the cutting dispelled и 
tension which set off the struggle of d 
thoughts of cutting and not cutting but vor 
because, through the preoccupation over 


H B ad 
cutting and its aftermath, the cutter h 
disgust, Tegret or Built, but S 


Succeeded, at least for the time being, in да 
s eb € Was pleased denial or Tepression of the conflicts whic 
withal, for ‘it is al] Over”. It should e noted set the Stage for the cutting—for, after the 
that, although the cutter as, for that brief Cutting, the patient (during the early part и 
moment of Cutting, unaware of h T OWn act treatment) showed neither ability nor desire 
of cutting and of the Sensation ain, she to study the events or the conflicts that might 
dining ae го к-ты t caution in have Precipitated the cutting. Such наа 
Wound, as Well as in ths See E о to the study is perhaps warranted, for, 0 
of the wou d 


: Occasions when she did make such an effort 
With the ab T 


* Clinica escripti to study, she brought about os d 
Shall attem explanat ption, № of matters but another episode of extr off 
© origin of | DSeness, the t Segardin tenseness which would usually start 
© patient to up an г + Seness led another roung of Cutting. (See also = 
action With © externa] = Cted int 1967.) In this Connexion We suspect that = 
becoming , Iengrosseq aut ur E Struggle with herself, before the actual act F 
totally unrelated ~ 4. - Otic and Cutting, over Whether ОГ not to cut, was itse ~ 
and to enter а regressed zn Object an o Sessive device employed to facilitate the 
sutrende Ting of autonomous i — "pw OF repression of the conflicts that evoked 
toa drive-do, inated Whig E in the tension 
taneously Sadistic ang asochi "x 
for this r 
о M о oe Hie E 1 nction Curr AS AN ALTERED EGO STATE 
unction of the Motor i A mb the W ave noted that, during the brief 
Preserved. rtmann (1959 из eeu oe When t сасе of cutting was — " 
that the vari i s Patient wag n actio 
e h ee Ps je d Which ОГ of her n d p also 
may undergo Separate t. ue ashion, Noted tha; Ting that brief moment there 
course of the rd ox ation in the was alteration functioning. We feel * 
'Bressive Process, $ Seems t ево üunctioning. 
to be exactly the Case here, at Such а 


© of altereq ego functioning 
is comparable to fi 


"gue, as described by Gill 


— TUB 


af 


‚ participation 
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& Brenman (1959). Like fugue, the experience 
of cutting can be distinguished in three stages. 
(1) When certain conflicts were activated by 
certain events, the patient gave up an ego- 
directed interaction with the external environ- 
ment and entered à regressed ego state with 
surrendering of autonomous ego functioning 
to an impervious urge (derivatives of drives) 
to act. (2) A subsystem was established within 
the ego which took over only the operation 
of certain ego apparatuses—the subsystem 
had no control of the over-all ego. (3) The 
patient regained full power of pre-stage 
ego functioning. Unlike fugue: there was, 
however, no total amnesia for what was 
experienced; what seemed to have rendered 
amnesia was the events pertaining to the 
conflicts that led to the cutting. 

As an altered ego state, 
cutting bears similarity to the experience of 
depersonalization and i 
also a symptomatic defence ag% 


and associated affects (Атом, 1966; Bird, 
1957; Blank, 1954; Greenaere 1958; Jacob- 
son, 1959; Oberndorf, 1934; Rosen 1955; 

62; Stamm, 62; 


Roshco, 1967; Sarlin, 1962: 
Stewart, 1964). But, unlike i 
or derealization, cutting does not only involve 
perceptive and cognitive functions 
also those aspects of ego fun 


Arlow (1966) says É 
derealization may 09 
senting а dissociation of 

immediate experiencing from 


alienated.’ In cutting, the 
i.e. the sense of immedia 
highly invested, whereas self-aw 
obliterated. 8 


EVENTS LEADING TO CUTTING 


We observed that the sadomas : 
of cutting, а regressed ego state with alteration 


of ego functioning, Was used 
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repress certain conflicts. We hope, through 
the study of clinical material, to determine 
the content of the conflicts.* We shall there- 
fore turn to one such experience of Miss A. 
Miss А. who began at age 13 to cut her 
wrists and arms, was transferred to Chestnut 
Lodge at age 23, after over seven years of 
sporadic psychiatric treatment, with the last 
two of those years in a hospital. Her early 
association with the Lodge was characterized 
by her being alternately the ‘more well, 
functioning’ patient and the chaotically 
confused, delicate cutter. At first, the cause 
of her chaotic behaviour was not very clear. 
Gradually it became more certain that the 
departure of any meaningful staff member in 
her environment could make her feel and 
act chaotically. Atfirst she was not particularly 
verbal and Was resistant to the concept that 
her behaviour and environmental events could 
have any cause-result relation. After quite а 
few unmistakable demonstrations of how her 
chaotic behaviour followed the vacations of 
aides, nurses, administrators, etc., Were made, 
she was more able to anticipate the ‘abandon- 
ment' and ‘leaving behind’ and became 
increasingly symptom-free (referring to cutting 
only). In the beginning of her third year of 
association with the Lodge she was able to 
live outside the hospital. She held a job and 
continued to do well until six months later 
when her analyst went away for his summer 
. She declined to meet the interim 
analyst who Was assigned to her and main- 
tained а ‘well’ facade before her administrator 
and other hospital staff. She was not deceiving 
anyone for she had actually felt very self- 
sufficient (obviously a denial of her depen- 
dency needs). One evening, about two weeks 
after her analyst’s vacation, just at а time 
when the staff began to “feel very comfortable 
in leaving her alone’, she made multiple cuts 


* Jn the study of conflicts, it is necessary 10 
leave out in ihe considerations the patient's 
i f despair as the result of inability to 
deal with the conflicts in a more gratifying Way» 
as well as the patient’s diminutive suicidal wishes 


who 
ment; her Tesentment toward her la 
Was Notaroung to help her out of the dile 


and her analyst felt that they had ee 
Somethin together, Траг evening ‘ie dee 
cut herself apain + Spea ing of this € m 
She said, "Shortly after I left the hour "s 
eerie— p Was tense— felt Someone would и 
advantage Of me ang hurt me—jn the ne 
We [two aides ang four other patients] w E р 
all sittin around [Miss A. had been reho, j 


Pltalizeg Since the Previous cutting] E 
talking 5 Sort of with them unti] a ^ 
[Miss A.’ Vourite aide] Walked away— Fr 
Very tense then—] Walked away too, an 
did it, g 


From the above, it is clear that immediately 
before the си i 


ng, con Icts over аи 
ere pre Nant, [n the first cutting sne 
Seemed to battled in her mind with the A 
dministrat hysician (for she felt he had 
COnfuseg h ) d, * Second cutting, 
With t analyst (for e had disturbed her 
"Successfin; denial . 


T aggressive Wish to 
Projecteq an experienced as her 
oUm vul i urt). But we became 


Why, in the Case of Miss A., for B 

stance, оп апу Previous Occasions she did 
lapse into а etit тај ке те ction when she 
toucheg her со Icts over aggression 
during treat Sessions, instead a 
Cutting erself, а carefu] study of the 
situation We Were, ire Able to observe 
that Mis, Cho 


9d of dealing with 

S Ie T BBression Seemed to be 

related to the Ct of ether she Was alone | 

jt. Vith so а given time, hen alone, | 
She cut herself, and 3 


en wit Someone she | 

the e ents је ding to this Cutting are 
ре, Similar to the description of Deborah | 
Blau Biv en (19 5, pp. 50-1), | 


ни 


— 
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lapsed into a petit mal-like reaction—incident- 
ally, both with loss of consciousness. (It may 
be emphasized that being physically with the 
patient and being emotionally with the 
patient are not the same. Often this patient 
cut herself while under constant nursing 
surveillance at a time when the nurse's mind 
was obviously wandering and not with the 
patient.) 

Further examination revealed that the 
patient was alone long before the instant 
preceding the cutting. For example, in the 
case of Miss A.'s first cutting, described above, 
she had felt abandoned and alone ever since 
her analyst went away on vacation. Morevoer, 
we also observed that the feeling of being 
alone or abandoned was not always imposed 
on the patient by others (such as the analysts 
vacation) but could also be actively created 
by the patient herself. (Such as in the case of 
Miss A., through her ‘forced’ feeling of self- 
she declined to meet the 


sufficiency, e.g. 
interim analyst, enrolled at college, refused 
he trip, etc.) 


to join the in-patient group for t 
And these observations led us to conclude 
that, while conflicts over aggression were the 
precipitating factor for the act of cutting, 
conflicts over being abandoned, being left 
behind, must have paved the мау. 

Still, other conflicts may be a factor con- 
tributing to the psychology of cutting. This 
became discernible in the later phase of the 
treatment especially. Miss B.'s case is illustra- 
tive of this point. Miss B. was in treatment 
for nine years, 14 years of which she was 
hospitalized. During six 0 
treatment she cut hersel 
beginning the cutting was see 
acts of defiance. Then it was 
analyst’s vacation; 
memory of her mother's trag : 
move is a better apartment; to her grund. 
from college; to the death of a dear frien 


and the need to develop new friendships. In all 


these circumstances, Miss B. reacted D 
separation and loss with denial. She Era 
overtly self-confident and asserted herse 


boldly toward new activities. AS with the 


previously described patient, Miss B. under 
these circumstances might become over- 
whelmed by her fear of aggression. Then she 
would cut. But her final round of cutting 
(in the sixth year of treatment) was done in 
a different circumstance; it was related more 
to her struggle for sexual identity. For this 
final cutting I shall give the following detailed 
account: Having done very well for over six 
months (following a single cut brought on 
by the tension related to the mourning of the 
death of her dear friend), Miss B. spoke of 
job disadvantage (not a reality) and reiterated 
her wish to bea man. Seeking equality between 
the sexes, she applied to be an acolyte—a ser- 
vice boy for the morning mass in the church— 
and was turned down. She wanted to be an 
astronaut but refrained from applying because 
of this recent rejection. Out on dates she was 
determined to be ‘the leader’. After some 
effort to live out her conflicts, she finally 
settled down to analyse them. She promptly 
became distressed (she attended her work 
without diffculty). One day, in extreme 
agitation, she opened a wound; describing 
it later she said, ‘There was the gap. . . there, 
it stared at me. . .so ugly. . Л wished I could 
add something to it to make it pretty. . .I felt 
so ashamed. . .too ashamed to call you or 
anyone. . .Even though it might be a bit too 
long, I decided to take care of it myself.’ Her 
further association led to her depreciation 
of her own sexuality and new insight into 
her mother’s repudiation of her own 
femininity and her parental preferential 
treatment of Miss B.’s brother, who was 11 
years older. A dream, a couple of months 
later, in which *a young man died— perhaps 
heis Bob [an early beau]—Bob is me’, marked 
the beginning of her acceptance of her own 
sexuality. With this new insight she could 
finally relinquish her urge to compete with 
men. She now allowed herself feminine clothes 
(for lounging, etc.) other than those for 
business only. Although this last cutting Was, 
to some extent, still related to her emanci- 
pation (which stirred conflicts over separation) 
from her parental mode of thinking, yet it was 
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patient was presumed capable of demon- months Miss A. had never spent much time 
strating self-sufficiency (e.g improved enough with him. On the day of this aide's departure: 


to be taken off one-to-one surveillance). while other patients of the unit were bidding 


Consequently, despite the knowledge 00 their him farewell, Miss A. hid in her 1001, 
part that the patient had been exposed to cutting herself. Later she indicated, ‘Saying 
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Paradoxical as it may be, there was in therapy 
no lack of working alliance (Greenson, 1965) 
or therapeutic alliance (Zetzel, 1956) with the 
analyst. As is evidenced in the above illustra- 
tion, all three patients were very committed 
to therapy and to the betterment of their life 
predicament. Therefore, in therapy with the 
cutter, the analyst simply had to learn to 
accept her unique style of working relation- 
ship. 

Because of their difficulty to identify with 
the analyst, the cutter required the constant 
presence of him as the need-supplier as well 
as the need-curber. Ever feeling not satisfied 
by the analyst, they tended, especially at the 
early stages of their treatment, to turn to 
other members of what Woodbury (1967) has 
called the ‘healing team’. (This, I believe, 
should also include the other patients and 
the non-human environment (Searles, 1960) 
of the hospital setting.) Often, in their effort 
to repeat their experience of being brought 
back from the dead, or feeling dead (as early 
experience of depression) they evoked rescue 
fantasies in members of the healing team 
and thereby created what has been described 
as the ‘special patient syndrome” (Burnham, 


1966; Main, 1957). This splitting of trans- 
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ference to other members of the healing team 
must be dealt with in terms of the cutter’s 
psychological need to lean anaclitically on 
anyone who happens at that given moment 
to be looking after her welfare, as well as her 
oral conflict which resulted in her not “getting 
together’ with her analyst. A more detailed 
discussion of this problem and its manage- 
ment is, however, beyond the scope of this 
presentation. 


SUMMARY 


This presentation, based on a review of 27 
patients admitted to Chestnut Lodge in the past 
ten years, is an attempt to describe the experience 
of cutting, both from the patient's and the 
therapists points of view. Through the study 
of the events that led to cutting, attempts were 
made to explore various conflicts that beset the 
cutter. Envisaged as an altered ego-state, cutting 
was compared with depersonalization. The 

roblems encountered in the individual intensive 
psychotherapy with these patients were also 


considered. 
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The body as transitional object: a psychoanalytic study of 
a self-mutilating patient* 


Bv JOHN S. КАЕКАТ 


Problems of limits—the limits of her body, 
the limits of her power, and the limits of her 
capacity to feel—were of major importance 
in the analysis of a patient whose foremost 
symptom consisted of cutting herself and 
interfering with wound healing. Winnicott’s 
(1953) concepts of transitional objects and 
transitional phenomena provide а useful 
framework for the formulation of some 
aspects of the history of object relationships 
of this patient. A point to be developed 
concerns the notion that the patient's own 
body can be treated by her as а transitional 
object and that this can be related to the 
history of self-injury. Some effects on the 
development of transference and counter- 
transference of this history of object relation- 
ships will also be explored. | 

The image which is most easily evoked in 
the listener when reference is made to à 
transitional object is the image of the security 
blanket belonging to Linus of gom 
fame. The patient I will describe illuminate 
for me an additional view of the transitional 
object. Visualize, if you will, the initial frames 
of the films used to teach surgery to medical 
students: a piece of carefully cleansed skin, 
the location of which is explained in the 
accompanying technical commentary, the 
skin surrounded by blue non-reflecting баре 
and the surgeon's gloved hand making à "uh 
scalpel incision. Then there is a pause, whic 


* Presented at the Annual Meeting of the 
American Psychoanalytic Association, 11 may 
1968. An abbreviated version of this paper ice 
also presented at the 13th Annual о 
Chestnut Lodge, Rockville, Maryland, © 
October 1967. 
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D.C. 20015, U.S.A. 


N.W., Washington, 


Ы 
the viewer experiences as longer than it is, 
before blood wells up and before the viewer 
experiences the emotional shift from what 
seems inanimate surgical anatomy to con- 
frontation with the wound. How can we 
understand the development of a person who 
again and again treats her own skin and body 
in a somewhat similar fashion? In theorizing 
about such matters we must be careful, of 
course, to remain aware of the limitation of 
words for we are dealing with non-verbal, 
largely preverbal, material. Yet even catch- 
phrases, such as the transitional object con- 
cept, may be useful in introducing a kind of 
contagion which is necessary for participation 
in the other person's experience. 


SUMMARY OF A CASE 


Someaspects ofa case which are particularly 

ertinent to our topic will be briefly sum- 
marized. The patient was a college student 
in her late teens when I started working with 
her. The psychoanalytic treatment of Mary, 
as we will call her, lasted almost five years, 
during the first two of which she was hos- 
pitalized. Her father is a dry, undemonstrative 
engineer, and her mother a talkative woman 
with hysterical and hypochondriacal charac- 
teristics. The patient has one older brother, 
whose superior academic performance she 
envied. Her parents had been separated for 
several years prior to her hospitalization. The 
psychiatrist who had seen Mary on a less 
intensive basis for over a year had referred 
her for psychoanalysis in a hospital setting 
because of symptoms consisting primarily of 
cutting herself and interfering with wound 
healing. Sometimes she also swallowed pills 
indiscriminately, refused to take medication, 
and/or cheated on taking medication. Practi- 
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cally her whole body surface was narcissistic- 
ally considered and treated as an almost 
constant object of erotic fascination. 

Interference with wound healing had ap- 
parently been present since childhood, prob- 
ably since the age of six or eight years, but 
the symptoms, especially cutting, had in- 
creased in frequency since the parents? 
separation. She was scarred primarily on 
her arms, but her appearance was generally 
pasty and her demeanour listless when Т 
started working with her. 

During her first year of life Mary was 
gravely ill with a generalized dermatitis, 
believed to have been an allergic reaction, 
Problems related to touching and skin 
sensitivity were thus prominent Since infancy, 
Furry pets and dolls were always significant 


9m the age of 
а volunteer job in an 
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animal care and rescue centre where she had 
the power of life and death over stray pets 
by deciding which ones were to be ‘put to 
sleep’ and which ones offered for adoption. 
Early phases of the psychoanalytic work 
were often characterized by a sullen, silent 
attitude on her part, to which I found myself 
responding in a similar way. After two months 
of analysis the problem of the limits of her 
powers was highlighted dramatically: she 
developed a fulminating case of virus pneu- 
monia which required transfer to a general 
hospital. She went rapidly downhill and, 
despite heroic measures, the internist and 
Consultant expressed the opinion that she 
Was a terminal case and would not survive the 
next 48 hours. When fully conscious in the 
oxygen tent, she still insisted that she only 
wanted to drink a particular kind of fruit 
Juice, not readily available, and refused the 
more common juices which were offered. At 
this point I told her that she was not expected 
to survive, and that she might as well drink 
the available juice if she still wanted to taste 
any juice at all. A marked behavioural change 
Occurred at that time. She looked frightened, 
talked about her fear of death and drank the 
Juice which was offered. This seemed to mark 
a clear turning-point and left me with the 
feeling that my ability to be blunt with her 
had saved her life. After her recovery from 
pneumonia, the theme of my power over her 
life and death became a prominent one in 


analysis. Cutting of her arms and legs con- 
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when echoing her own experience of her 
body, I experienced her as not quite living 
matter. The more routine psychoanalytic 
work, some of which you may infer on the 
basis of the history given, will not be described 
here. There was much working through of 
material relating to complexities of inter- 
personal relationships as she moved out of 
the hospital, became a private patient, found 
work, had plastic surgery to remove at least 
some of her many scars, and started to have 
increasingly frequent and meaningful dates. 
The intensive and complex work with the 
patient's family and the difficult and subtle 
administrative and nursing management of 
this patient can also not be described in the 
present context.* 


DISCUSSION 


The problem of limits is illuminated by 
Winnicott's formulation: 


It is generally acknowledged that a statement of 
human nature is inadequate when given in terms 
of interpersonal relationships. There is another 
way of describing persons...that suggests that 
of every individual who has reached to the stage 
of being a unit with a limiting membrane and an 
outside and an inside [my italics] it can be said 
that there is an inner reality to that individual, an 
inner world which can be rich or poor or can 
be at peace or in a state of war. А 

Му claim is that if there is а need for this 
double statement there is a need for a triple one: 
there is the third part of the life of a human 
being, a part that we cannot ignore, an inter- 
mediate area of experiencing, to which inner 
reality and external life both contribute. It is an 
area which is not challenged [my italics], because 
no claim is made on its behalf except as it exists 
as a resting place for the individual engaged in 
the perpetual human task of keeping inner and 
outer reality separate yet interrelated (Winnicott, 
1953, p. 230). 

Winnicott's ‘Study of the First Not Me 
Possession’, as he subtitled his paper (1953), 

* Burnham (1966) has described how this 

atient decorated almost every inch of her room 

with furry or other textured objects, pictures of 
animals, etc. 
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is pertinent to the discussion of a patient 
who considered her body in precisely these 
terms. This patient, who early in life had 
spiked braces placed on her teeth in an 
unsuccessful attempt to keep her from 
thumb-sucking and thus producing bad 
teeth alignment, was fascinated, for instance, 
by the theme of autocannibalism. She had 
vivid fantasies about starving arctic explorers 
eating parts of their own bodies to survive 
and at times she actually ate small (and 
sometimes not so small) pieces of the flesh 
and skin of her own fingers. 

Because of her apparently life-threatening 
early allergic dermatitis, her entire body had 
been swaddled and bandaged during practi- 
cally the whole of her first year. It may be 
recalled in this connexion that Winnicott 
(1953, p. 232) suggests ‘that the pattern of 
transitional phenomena begins to show at 
about 4-6-8-12 months’. Particular care was 
given to the problem of Mary irritating her 
own skin with her own hands. The parents 
recall the problems related to picking up and 
touching the baby and managed to convey 
a picture of what is likely to have been 
contact hunger and acute pain with contact. 
In the course of the analysis she described 
how, when she slowly and deliberately cut 
herself (for instance, with a razor-blade or 
with a broken light-bulb smuggled under her 
bed-covers while gazing lovingly at her 
“favourite nurse’ who was ‘specialing’ her) 
she would not feel it, but ‘I always stopped 
as soon as I did feel it’ and she managed to 
convey the exquisite border experience of 
sharply ‘becoming alive’ at that moment. 
This sharp sensation was then followed by 
the flow of the blood which she succeeded 
in describing as being like a voluptuous bath, 
a sensation of pleasant warmth which, as it 
spread over the hills and valleys of her body, 
moulded its contour and sculpted its form. 
Blood was described by the patient as a 
transitional object. In a sense, as long as one 
has blood, one carried within oneself this 
potential security blanket capable of giving 
warmth and comforting envelopment. Dream 
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and fantasy material suggested that internal 
blood was probably linked to the internalized 
mother, and the patient felt superior to others 
or omnipotent because she could use her 
knowledge to make external this comforting 
mother-blanket. Winnicott (1953, p. 232) 
does say that mother herself can be the 
transitional object (‘...Sometimes there is 
no transitional object except the mother 
herself’), but he does not specifically make the 
point being stressed here that part of the 
body—here the blood, representing the 
internalized mother—can be a transitional 
object. . | 

Through a major portion of the analysis 
she expressed concern and/or threats that 
the pleasurable sensation associated with 
cutting would make it impossible for her to 
resist the temptation to scar particularly her 
face and trunk. But the relationship of what 
is often described as body taboo to her 
particular kind of body taboo cannot be 
developed here. At times she felt n 
superior to others, 
puzzled how others 


ot only 
but seemed genuinely 
could go through life 
without even occasionally indulging in the 
forbidden fruit of a blood bath, available so 
readily through a ‘zip’ in the skin. She made 
jokes about having ‘zippers’ in the skin and 
reported many dreams relating to shedding 
of skin, burnt tar papers forming peeling 
blisters, etc, She also Teported that, in con- 
nexion with frequent 
childhood spent in a 
had vivid fantasies 
around her stoppe 
distance from her bo 
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use of the living body as a tool, an object 
transitional between living and dead matter. 
Worms, incidentally, were particularly fasci- 
nating to her in connexion with their clearly 
Segmented structure, their excretory and 
sexual organs in each segment, and their 
ability to grow parts after they have been 
severed.* Perhaps it would make sense in this 
connexion to talk of something transitional 
between the part and the whole object. 

In the countertransference I experienced 
this patient frequently as a not quite living, 
not quite animate object; in other words, as 
a transitional one. 

In retrospect one of the factors which 
permitted me to be so blunt, or perhaps so 
sharp, with this patient when she was ap- 
parently dying of pneumonia, was my not 
quite experiencing her as a living person in 
the first place. The degree to which we ascribe 
to another the quality of being alive (assuming 
that I consider myself to be alive) depends 
on our ability to be empathic and/or to 
identify with the other person. Mary, with 
her pasty appearance, and her ability to slice 
into her own skin without any change in facial 
expression, treated herself, apparently, as a 
not quite living object, or at least considered 
parts of her body as Something other than 
her own living tissue. My experience in the 
face of her self-mutilations was not always 
‘don’t do that...don’t hurt yourself., I 
won't let you hurt yourself’, My experience 
was perhaps more in line With what Winnicott 
(1949) has called "hate in the counter- 


Could have been у i 
fashion as‘ £0 ahead 


Ve that another parental 


one may ask if the segment 
of a worm is а whole ога part object. = 


The body as transitional object 211 


delusion, if you will, is necessary to permit 
individuation of the offspring. The delusion 
that the offspring is not alive. Let me explain. 
Physicians cannot adequately treat members 
of their own families because they are not 
* objective" enough; because, let me rephrase 
this, they cannot treat members of their own 
families sufficiently as non-living objects. At 
crucial times every parent must treat his own 
offspring a little bit as a doctor does, however. 
A patient comes to mind, for instance, who 
was paralysed in his parental function in the 
face of his child's slightest injury. There are 
some moments, borderline situations, in 
which not only the treatment, but also the 
raising of children, demands a dealing with, 
sometimes even infliction of, pain, which, 
however brief the moment may be, we can 
only do if we consider the tissue as not quite 
as alive and responsive as ош own. 

On the descriptive level we are on rather 
firm ground in applying the transitional 
object concept to the situation. This patient 
certainly did treat parts of the surface of her 
body as though she were not dealing with 
quite living skin and there is much evidence 
to support the notion that she was much 
preoccupied with the, for her, very much 
unfinished business of establishing her body 
scheme.* 

In applying the transitional object concept 
to the genetic aspects of the situation, to the 
developmental roots in the history of the 
patient, we are on somewhat less firm ground. 
We can offer a speculation at worst and a 
hypothesis or a theory at best. Genetically, the 


* In this context the distinction between 
Schilder’s (1950) body image and Federn’s (1952) 
notion of a bodily ego feeling may be pertinent. 
This distinction refers to the fine but important 
one of the knowledge of how one's body fi unctions 
as a tool, as an instrument, on the one hand, and 
the feeling of emotional intimacy with one's 
body, its being part of the ‘me’ feeling, on the 
other hand. It is perhaps in this border area 
between body image and bodily ego feeling that 
the transitional object concept makes the most 


sense. 
14 


intensity of the early contact hunger, and the 
pain when there was contact, is conceptualized 
as a traumatic fixation point, an area of still 
strikingly unfinished business when analysis 
began, an area in which the ‘perpetual human 
task of keeping inner and outer reality 
separate yet interrelated’ (Winnicott, 1953) 
was particularly difficult. The possibility that 
a rather dramatic connexion probably exists 
in this case between the early skin disease and 
the later symptom may offer a lead. Although 
less dramatically, early traumatic fixation 
points, relating particularly to the formation 
of the membrane of the body scheme, may 
play a part in the developmental history of 
other patients with the cutting syndrome. 

In a wider framework which is being elabo- 
rated elsewhere (Kafka, 1966 а), [have come to 
think of benevolent parental communication 
of tolerance of ambiguity—the ambiguity, 
for instance, of pain through, but hunger for, 
contact—as related to the offspring’s individu- 
ation without alienation. The dynamic semi- 
permeable membrane, which helps to define 
the individual, yet permits two-way passage 
from and to the social environment, is 
gradually formed by sequences of parental 
communications Or meta-communications 
appropriate to the age of the offspring 
(Kafka, 19664) to the effect that ambiguities 
and contradictions are tolerable. If in this 
paper Winnicott’s concept of the transitional 
object and the transitional phenomenon is 
being expanded or extended, the major 
justification for this extension derives from 
his emphasis on a ‘neutral area of experience 
which will not be challenged’ (Winnicott, 
1953, p. 239). This lack of challenge, I would 
say the tolerance of ambiguity, permits the 
gradual formation of a membrane which is 
ego syntonic to the extent to which it was 
not prematurely and externally imposed but 
individually established through much active 
exploratory crossing and recrossing of the 
culturally poorly or ambiguously defined 
border territory. In discussing the genesis of 
certain fugue states I have elsewhere (Kafka 
19665) spoken of ‘the importance for normal 
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development of a stage of acceptance of 
ambiguous sensory experience’, a territory 
which the parents consider a no-man's-land. 
"The question is not to be formulated,’ says 
Winnicott (1953, p- 240). 

But let us return for a moment to the 
membrane which particularly concerns us 
here, the cutter's skin. While sadism and 
masochism are Benerally considered two sides 
of the same coin, it remains a fact that one 
or the other side of the coin often dominates 
a particular clinical picture. The Study of 
how one's own body can be a *not-me: object 
may illuminate the general question of the 
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his own not-me skin. It is his skin—which, 
however, he experiences as not his own. In 
analysis the ebb and flow of sadomasochistic 
transference and countertransference may be 
conceptualized as a factor contributing to the 
re-formation of a more integrated, more 
bodily-ego-syntonic membrane, and thus 
contribute to the eventual elimination of the 
Symptom. 
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Self-mutilation within a hospital setting: a study of identity 
and social compliance* 


By EDWARD 


Within a hospital setting, self-mutilating 
patients rapidly assume an ‘identity’ which 
is equated with their symptomatic acts. They 
become known to both patients and staff as 
‘cutters’, ‘slashers’, ‘slicers’ and ‘scratchers’ 
—labels which confine the patient to the 
level of his symptom, yet confirm for him a 
distinctive and functional role in the hospital. 
Though the self-destructive potential of these 
patients often extends to burning, biting, 
toxic ingestion and starvation, they usually 
return to cutting as the preferred form of 
mutilation as it seems to be the most difficult 
for the staff to manage—as though no other 
outward signs would more adequately express 
their inner distress. = m 

Any conceptual formulation of 'identity 
must lie somewhere in between the broad 
limits of its being, on the one hand, a mere 
reflexion and resultant vector of ће impinging 
Social and cultural forces, and, on the other, 
being uniquely individual and idiosyncratically 
Separate and private from other minds. It is 
within this continuum that our view of our- 
selves continually oscillates. Hartmann (1950) 
has used the term ‘social compliance’ to 
denote the array of social factors which 


Operate in the direction of the selection and the 
effectuation of certain tendencies and their 
expression, and of certain developmental trends, 
among those which, at any given moment, are 


potentially demonstrable in the structure of the 
individual, 


* An abbreviated version of this paper was 
Presented at the 13th Annual Symposium at 
Chestnut Lodge, Rockville, Maryland, on 13 
October 1967. 

T Chestnut Lodge, 500 West Montgomery 
Avenue, Rockville, Maryland 20850, U.S.A. 
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The present communication is an attempt to 
describe the phenomenon of self-mutilation 
and its treatment within a hospital structure 
and to demonstrate the effects of social 
compliance upon such patients. 


MUTILATION AS ‘OPEN’ OR ‘CLOSED’ ACTION 


We are concerned here with those symptoms 
which make their appearance as organized, 
repetitive acts of goal-directed mutilation of 
a bodily part. The goal obtained in such an 
act of self-injury is, of course, determined 
by the individual’s psychology, but at least 
two aspects of it are generalizable: (1) an 
internal goal, which is the attempted relief of 
inner tension and turmoil that can be so 
dramatically expressed by these patients (this 
is often experienced in connexion with one 
aspect of the act, i.e. blood-letting, pain, flesh 
separation), and (2) an external goal, which 
can often be considered as a restitutive 
attempt at changing the interpersonal field. 
It is the latter goal which is usually least 
within the conscious awareness of these 
patients and the one most difficult for them 
to verbalize. Although this paper is primarily 
concerned with the mutually determining 
interactions of the self-mutilating patient and 
the human ‘surround’, the above goals must 
be considered together for adequate psycho- 
analytic management, since it is the patient 
that will initiate these connexions by pro- 
jections and externalizations. 

To such patients, their Symptoms seem to 
be a ‘closed’ and successful act which they 
perform alone, on their own bodies, for their 
own relief; the pain, blood loss, disfiguration, 
they share with no one. It is an act of almost 
supreme loneliness and isolation; however, at 
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a time when they feel most detached and 
removed from the realm of objects, it is, 
nevertheless, an act. In the face of some 
unknown precipitant, of which they claim 
(and seem to prefer) total ignorance, they 
experience a sudden and intense physical dis- 
comfort and an impending feeling that 
something ‘has to happen’. From this 
physical agitation, coupled with Progressive 
isolation, an act of almost cool determination 
is planned and executed; a bodily part (often 
predetermined) is mortified. Out of paralysed 
relatedness comes significant action. Then a 
sense of calmness is restored; the patient is 
able to relax, sleep, and is completely in- 
different to the injured part. In the course of 
time a renewed sense of Vitality and interest 
in surroundings is felt, Thoughts of Tetaliation 
for actions may Occur, but are viewed as 
unjust and unreal: “What I did, I did to 
myself; it’s no one else’s concern.’ 

That such a complex series of events is 
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or whatever—except that the anxiety arose 
when she felt that ‘the building seemed 
deserted’, 

It is clear that repeated episodes of this 
kind will lead the people she lives with into 
ever-increasing circumspection in their in- 
volvement with her. Speaking to the wrong 
person, the wrong word said to her, an un- 
considered gesture, are all capable of eliciting 
à catastrophe. The patient comes to be seen 
as fragile, as breakable as the glass she cuts 
with. As the other patients attenuate related- 
ness with her, out of fear of their own 
destructiveness, they begin to see her as a 


will eventually allow Such 


all use interpretations of their 
Egles with parenta] identifications, 
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who, it is felt, must be maintained away from 
the community for its protection; our patients 
feel such acts to be self-contained; they 
wreak vengeance on their own bodies. 
Hospitalization, then, implies the failure of 
those around them to tolerate their unique 
ways of problem-solving. Indeed, often a 
long line of failures precedes admission; the 
ordinary controls of the *outside world' have 
proved futile, the family is in despair, thera- 
pists relinquish responsibility, special schools 
no longer accept them, and even previous 
hospitalizations have failed to deliver the 
expected results. As ordinary controls are 
given up, an air of increasing desperation on 
the part of the family leads to even more 
frantic attempts to subdue the patient. 
Electroshock, chemical convulsants, gas treat- 
ments, massive sedation, become assaults 
made in the name of treatment. With one 
patient, during the course of hospitalization 
when the family wanted massive vitamin 
therapy instituted because her mutilation 
continued, they were shocked to learn from 
a previous therapist that he had already 
tried this. 

The patient is then put in the hands of the 
‘inside world’, i.e. yielded to those people 
who are presumably specialists in dealing 
with uncontrollable acts of others. Although 
this affords the family some relief from the 
burgeoning responsibility that it clings to, it 
also highlights its sense of failure and the 
guilt of desertion. When the patients continue 
to injure themselves in the hospital, and this 
they most assuredly will do, the family re- 
experiences the guilt of their abandonment 
and will rage at the hospital authorities for 
the lack of effective controls that it feels 
have been promised them. Family members 
exhort the hospital to join the same macabre 
dance of defiance and retribution that pre- 
ceded the patient’s admission. 

Within the hospital, these patients must 
adjust to a new reality, one which will force 
them to live in a community of people with 
the expectation that those relationships will 
be under more scrutiny than any action they 


can perform. Their treatment situation, both 
individual and group, will, seemingly relent- 
lessly, attempt to explore and expose the 
motivations for any actions which attempt 
to deal or not to deal with those relationships. 
Actions of self-injury may not receive the 
expected attention but, rather, the anxieties 
and impulses that lead to action will be 
focused upon, causing them to feel that what 
they do is still not enough to affect or move 
other people. A self-mutilating patient of 
mine once said, ‘If I came through your 
office door covered with blood and still 
bleeding, you’d probably just sit there and 
ask me what I was thinking about before 
I cut.” 

It is clear that such a situation will mobilize 
old and new anxieties and the concurrent 
regressive postures intended to meet them. 
Behaviour will be impelled to test the limits 
of the community's controls since they had 
once again gone beyond the limits of their 
internal resources. The group of staff and 
patients with whom they live out their daily 
lives will be forced to adopt various ways 
of limiting the patient's actions and many 
such attempts will be viewed by the patient 
as similar to the restrictive measures taken 
before hospitalization. And to some extent 
these will recreate the frustration, despair, 
and retribution passed through by others 
and so will symbolize to the patient the 
punishment and assault experienced before. 
The community must now become engaged 
in the struggle to resolve a basic conflict 
within itself that has been set in motion by the 
patient, i.e. caring versus punishment (Rome 
& Barry, 1965). It is one that characterized 
the parent's dealings with them but remained 
unresolvable because it was carried on largely 
at unconscious levels. One patient said, 
*Whenever I cut, my mother would comfort 
me and we would be close, but she wouldn't 
clean up the blood and the mess because she 
wanted my father to see it when he came 
home.’ The punitive element around her soon 
becomes closely identified with her own 
sources of aggression which she unleashes 
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Prerequisite of the working alliance with such 
Patients is the failure of their externalizations 
and the lack of acceptance by staff member. s 
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of the patient's ‘good’ and ‘bad’ idealized 
projections. 

What is important is not that these patients 
experience an impossible goal of complete 
consensus and unification, but, rather, that 
they may be in a position to internalize the 
processes that lead to conflict resolution and 
the toleration of the profound ambivalence 
both in and around them. To shield them 
from these open conflicts is to foster identi- 
fication with their symptoms, that they are 
no more and no less than a collection of 
deviant behaviours; their treatment threatens 
to deteriorate to one based on a morality of 
acts, resulting only in further isolation. That 
is, they become to the staff patients to be 
handled, worked on or dealt with, to be 
controlled and managed, all their relations 
with others being mediated by their symptoms. 
When one patient began to starve, as well as 
cut, herself, the administrator struggled within 
himself whether to feed the patient through 
a gastric tube or allow the emaciation to 
continue, as though these were his only 
alternatives. He felt that both courses would 
be experienced by the patient as an attack 
made on her body, either as punishment for 
her defiance or as neglect of her needs. The 
patient at this time became extremely agitated 
and delusional, wonderin g what would happen 
to her and produced many dreams which 
were similar to her admission Rorschach 
imagery; being tied down and devoured by 
wild animals, being helplessly ripped apart 
by unknown machines. 


ARTICULATION OF NEEDS AND IMAGES 


The contribution of forces within the 
hospital setting which can lead to the creation 
of a patient’s new symptom formation, such 
as pathological excitement and its relation 
to staff disagreement, has been described by 
Stanton & Schwartz (1954). They, like 
Sullivan (1931), were able to view numerous 
phases of the patient’s hospitalization in 


terms of ‘a collective social construction’. 
Burnham (1961) has presented evidence that 
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disparity between patient identity definition 
and the role demanded by the staff is capable 
of disrupting the patient’s total ego organiza- 
tion. In speaking of the widespread belief 
systems operating around the object of a 
voodoo death, Lévi-Strauss (1963, p. 168) 
states that even ‘physical integrity cannot 
withstand the dissolution of the social 
personality’. There are, however, patients 
who enter the hospital tenaciously clinging 
to an identity formation which closely corres- 
ponds to their symptomatic acts and, al- 
though it will be one of the tasks of the 
hospital to allow new identity formations to 
unfold, there are often profound obstacles 
because of the subtle compliance and un- 
recognized collusion on the part of the 
community in the support and maintenance 
of these symptoms. 

At least two elements seem necessary as 
complementary aspects for the perpetuation 
of the symptoms as a fixed identity: (1) the 
patient feels that the symptom formation is 
all he really possesses, that nothing more 
substantial lies at his depths. He appears to 
have vague recognition that the removal of 
symptoms is a fall into nothingness and that 
the most tortured kind of ‘identity diffusion’ 
will ensue. This is a point outside the scope 
of this report and will not be dealt with here 
except to say that the enduring feelings of 
emptiness and disbelief in their own growth 
potential, as so constantly expressed by these 
patients, attains some confirmation when all 
their dealings and involvements with sig- 
nificant people takes place via their self- 
destructive acts. (2) The community sees in 
the symptoms expressions of feelings and 
experiences which it is only dimly aware of 
in itself. It compliantly watches the con- 
densation and synthetic objectification of 
feelings and fantasies under the guise of 
illness which the community itself cannot 
or dare not, express. : 

This complex of identity formation-social 
compliance can be seen as operative in man 
different categories of patients, from de 
impulse ridden neurotic character to the 


. Ponvorr 
218 TE 


frozen ego states of the chronically ill schizo- 
ae girl, who was the daughter 
of a lay minister, would repeatedly 8 
and assault several of the patients on her 
Ward. The patient was hospitalized rs 
repeated episodes of self-mutilation € 
attempted suicide and continued to burn an 

cut herself for the first three months after 
admission. Incidents of assaultiveness ap- 
peared when the self-mutilation ended. 
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and hidden wisdom. At one point she was 
called *adorably psychotic' by her therapist, 
and the staff said of her, ‘She is something 
of a prophet on the ward.’ All round her 
would become preoccupied with ferreting out 
the dark truths, cluttered intentions, and 
disguised wishes that might permeate her 
wonderful language, in spite of the fact that 
at such times she would bitterly complain, 
‘People are taking my brain apart." 

One of Erikson's (1964) formulations of 
‘identity formation’ is the following (p. 90): 


It is a process based on a heightened cognitive 
and emotional capacity to let oneself be identified 
as a circumscribed individual in relation to a 
predictable universe which transcends the circum- 
stances of childhood. Identity thus is not the 
sum of childhood identifications, but, rather, a 
new combination of old and new identification 
fragments. For this very reason societies confirm 
an individual at this time in all kinds of ideological 
frameworks and assign roles and tasks to him 
in which he can recognize himself and feel 
recognized. 


However, for these patients, whose per- 
ceptual and cognitive distortions allow for 
no ‘new combinations’, whose symptoms 
May express in muted ways the more mm- 
expressible and warded off experiences and 
wishes of those around them, the ‘recognition’ 
they receive is more a confirmation of their 
own fixed view of themselves. 

The self-mutilator can incorporate into his 


. actions patterns which, to a greater or lesser 


degree, remain unarticulated in most of us. 
That is, such patterns already exist in muted 
intensities within the patient’s social field. 
As such, he may even perform a service to 
his culture in his dramatic expression of those 
patterns which are felt to be intolerable 
within the self. Still other patterns invoked 
are those which elicit silent levels of admira- 


, tion and envy. The history of these images 


Teaches at least as far back as the Passion of 
the Cross and has prevailed among some of 
the most respected members of our culture. 
It is a common and repeated statement 
from all the ascetic writers that the ‘body 
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of desire’, with all its cravings excited by the 
phenomenal world, must be mortified or 
obliterated. Says St John of the Cross (quoted 
in Underhill, 1955, p. 221), 


Until the desires be lulled to sleep by the morti- 
fication of sensuality, and sensuality itself be 
mortified in them, so that it shall war against 
the spirit no more, the soul cannot go forth in 
perfect liberty to union with the Beloved. 


One of the leading 14th-century German 
mystics, the Blessed Henry Suso (1865, p. 56) 
wrote in his third-person autobiography, 


...and then he devised something else; two 
leather gloves; and he caused a brazier to fit 
them all over with sharp-pointed brass tacks, and 
he used to put them on at night, in order that 
if he should try while asleep to throw off the hair 
undergarment, or relieve himself from the 
gnawings of vile insects, the tacks might then 
stick into his body. And so it came to pass. If he 
ever sought to help himself with his hands in his 
sleep, he drove the sharp tacks into his breast, 
and tore himself, so that his flesh festered. When 
after many weeks the wounds had healed, he 
tore himself again and made fresh wounds. 


Of such experiences, William James (1902, 
p. 292) comments, *A believer who flagellates 
or *macerates" himself today arouses more 
wonder and fear than emulation.’ It is perhaps 
for this reason that symbolic mortification 
still retains a place in many religious rituals, 
and political and social leverage is often 
achieved by fasting and self-immolation. 


Not only does the iconography of self- 
mutilation appear continually on the land- 
scape of our culture as something seemingly 
more honest, authentic, pure or disciplined, 
but it can be found as an expected posture 
within one particular developmental epoch. 
Many of the self-mutilating patients appear 
to have an exaggerated period of ascetic 
behaviour during adolescence which would 
include fasting, withdrawal and pervaded by 
castration fantasies. Adolescent asceticism 
has been well studied and remains a common 
defensive attitude toward the anxiety of the 
instinctual storm of puberty.The prevalence 
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of this defence, as with intellectualization, 
perhaps indicates its exoneration and approval 
by the surrounding culture. 


INTERNAL DYNAMICS AND EXTERNAL PATTERNS 


We can now suggest, at a more dynamic 
level, several of the unrecognized patterns 
that may be elicited by the images of recurrent 
self-mutilation, and, as Such, must be con- 
tinually looked for within the hospital treat- 
ment and structure and the counter-trans- 
ference response of the psychotherapist.* 

(1) There is a flight from deeply dependent, 
even symbiotic wishes toward a primitive 
love object to a reliance on the autoerotic use 
of one’s own body. The symptom forestalls 
the more regressive strivings made upon the 
therapist and staff—strivings, the intensity of 
ting and incapaci- 
I asked one patient 
why she had not called me as she had done 
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(2) There exists the capacity to treat one's 
own flesh with the scorn and contempt 
necessary to allay more narcissistic urges. 
Herein sounds the consistent chant of the 
saints and mystics who found it necessary to 
purge and cleanse themselves from needs and 
desires for more adequate and triumphant 
reunion. The aloofness from the significance 
of their mutilation for themselves or others, 
and the defiant intractability of their acts, 
often make us recoil, not only from them but 
from the human vanities and frailties that 
they persistently expose. One patient said, 
after cutting her arms, *These are my arms; 
I do with them as I please, whenever I please. 
If I choose to make them ugly, they will be 
ugly.’ In what is at times a desperate effort 
to keep these patients in Some relationship, 
One is tempted to see their distorted aggression 
as signs of single-mindedness and nuclei of 
ego strength. 

(3) The Tage and explosiveness appear to 
find a secure home on a fixed and seemingly 
indestructible Object. It is obvious that the 
Outward aggressive thrust is checked and in 
this way the patient manages to preserve 
intact his split off and idealized object. One 
young girl said, *Yowre so kind and under- 
standing and consistent and I'm such a witch.’ 


atients stop mutilating 
get a picture of the 
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symptom formation perpetuated: either for 
purposes of protecting the community from 
something less tolerable, or in the service of 
continued relationship with the patient and 
thereby protecting the patient from the 
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community. At another level we find these 
patients engaging the more poorly integrated 
aspects of ourselves and patterns in our 
culture that can lead to collusion and even 
respect and envy. 


hospital setting 


REFERENCES 


Bak, R. C. (1956). Aggression and perversion. 
In S. Lorand & M. Balint (eds.), Perversions: 
Psychodynamics and Therapy. New York: 
Random House. 

BunNHAM, D. L. (1961). Identity definition and 
role demand in the hospital careers of schizo- 
phrenic patients. Psychiatry (Suppl) 24 96- 
122. 

воемнам, D. L. (1966). The special-problem 
patient: victim or agent of splitting? Psychiatry 
29, 105-122. 

Erikson, E. H. (1964). Identity and uprootedness 
in our time. Insight and Responsibility. New 
York: Norton. 

HARTMANN, H. (1950). The application of psycho- 
analytic concepts to social science. Essays on 
Ego Psychology. New York: International 
Universities Press, 1964. 

James, W. (1902). The Varieties of Religious 
Experience. New York: Random House. | 
KERNBERG, O. (1967). Borderline personality 
organization. J. Am. psychoanal. Ass. 15, 

641-685. 

Kuen, M. (1948). A contribution to the patho- 
genesis of manic-depressive states. Contribu- 
tions to Psychoanalysis. London: Hogarth 
Press. 

Lévi-Strauss, С. (1963). The sorcerer and his 
magic. Structural Anthropology- New York: 
Basic Books. 

Livy-Brunt, L. (1966). Group inherent in the 


individual. The “50и” of the Primitive. New 
York: Praeger. 

MENNINGER, К. А. (1935). A psychoanalytic 
study of the significance of self-mutilations. 
Psychoanal. О. 4, 408-466. 

Rome, H. P. & BARRY, M. J. (1965). Problems of 
therapeutic management of acting out with 
hospitalized patients. In L. E. Abt & S. L. 
Weissman (eds.), Acting Out. New York: Grune 
& Stratton. 

SEARLES, H. F. (1959). Integration and differenti- 
ation in schizophrenia: an over-all view. Br. J. 
med. Psychol. 32, 261-281. 

STANTON, A. H. & ScHwarTz, M. S. (1954). The 
Mental Hospital. New York: Basic Books. 

suruvan, Н. 5. (1931). Socio-psychiatric re- 
search: its implications for the schizophrenic 
problem and for mental hygiene. Ат. J. 
Psychiat. 10, 977-991. 

SULLIVAN, H. S. (1953). The Interpersonal Theory 
of Psychiatry. New York: Norton. 

suso, H. (1865). The Life of the Blessed Henry 
Suso, by Himself. London. 

UNDERHILL, E. (1955). Mysticism. New York: 
Noonday. 

Winnicott, D. W. (1953). Transitional objects and 
transitional phenomena. Collected Papers. New 
York: Basic Books; London: Tavistock, 1958. 

Woopsury, М. A. (1967). Object relations in the 
psychiatric hospital. Int. J. Psycho-Anal. 48, 
83-87. 


Br. J. med. Psychol. (1969), 42, 223 
Printed in Great Britain 


223 


Symposium on impulsive self-mutilation: Discussion* 


ROBERT C. BURNHAM: 


The papers of Drs Pao, Kafka and Podvoll 
are concerned with a group of patients 
referred to quite aptly by Dr Pao as * delicate 
cutters’, for whom the impulsive, intentional 
cutting of their own bodies is a major 
symptomatic act. It is remarkable that the 
literature dealing specifically with this syn- 
drome has been almost nil prior to this year, 
even though the symptom is clearly definable, 
and nearly every psychiatric resident has 
probably had dramatic experience with it 
since it occurs relatively often in hospital 
populations. Drs Pao, Kafka and Podvoll 
have substantially increased our written 
knowledge and understanding of the syndrome 
and the patients who exhibit it. As a matter 
of fact, apart from very basic and general 
considerations of masochism and the like, 
the previous speakers have nearly equalled 
the entire previous output of papers on the 
subject. Moreover, the range of their material 
is so extensive and interesting that it makes 
for quite a problem in selecting what to 
discuss, 

An interesting epidemiological feature of 
this syndrome is that it occurs predominantly 
in young, attractive females. Twenty-three of 
the 27 patients in Dr Pao’s series fit this 
description. Graff & Mallin reported that 
20 of their 21 patients were of this type. Their 
21st patient was found to be a 56-year-old 
male dentist, and he was summarily excluded 
from the statistics with the designation 
‘atypical’. A recent paper by Grunebaum & 
Klerman (1967) points out that, in their 
terms, the typical wrist-cutter is not only 
young and attractive but also ‘intelligent, even 


* Discussion of the papers by Pao (1969), 
Kafka (1969) and Podvoll (1969) presented at 
the 13th Annual Symposium at Chestnut Lodge, 
Rockville, Maryland, on 13 October 1967. 


talented, and on the surface socially adept’. 
Other authors, including those in this sym- 
posium, use similar terms when describing 
individual cases. 

Why this overwhelming homogeneity of 
incidence is encountered is not entirely clear. 
In this connexion Dr Pao has mentioned the 
possible importance of conflict over the 
acceptance of castration. It might be added 
that the occurrence of such a masochistic 
symptom mainly in females simply follows 
from normal feminine masochism, but still 
unanswered is the question why it fails to 
have more appeal for masochistic males. 
Graff & Mallin hypothecate that a major 
determinant is that ‘a girl is trained to be 
more passive than a boy’, thus regarding 
feminine masochism as culturally promoted. 
They add, as another factor, that ‘male 
infants are not usually rejected by a mother 
as are females’, an impression which would 
require substantiation in the cases observed. 
It might be informative regarding aetiological 
influences to study that small, neglected 
group, the perhaps not so attractive male 
cutters of whatever age. 

Another potentially enlightening subject 
for some research, in view of the apparent 
incidence of cutting, might be the subsequent 
histories of these patients. What happens to 
the self-cutting patient as she moves out of 
the age bracket in which she is usually 
described? Grunebaum & Klerman (1967) 
found that patients who were transferred to 
more custodial institutions often discontinued 
their wrist-slashing, and attributed this to the 
interruption of a frustrating transference 
relationship with personnel in treatment- 
orientated hospitals. They note that in 
custodial institutions *the doors are not all 
open, limit setting may be easier, and there 
Spee ee iM ene 

patients’. They are 
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Elizabeth's who had been 


© act may be 
carried out at any m ent, and typically 
Cannot be anticipated ог forestalled It ma 
occur even in 


© who to believe 
that they are in Closest touch with t € patient 
Dr Pao as mentioned that “t Staff соша 


them helpless, T; is 


Constant threat Which 
angs Over them and Provokes anxiety, 

© patient г Podvol has Stated, 15 

Not aware of he Interaction With others and 
Tegards the cut 2 private act Which 
0е5 not in else, This Isolation 
Was Vividly described Teen in the Novel, 7 
ever Promised Gar i 


milieu tends to protect itself by granting n 
the patient the isolation which she pe ч 
have, setting upan equilibrium which con c 
the illness and encourages perpetuation of | . 
I have seen а husband become Increasingly 


presumably 
against the 
She is now guarding 
herself. Those around her then tend to defend 


themselves against her by similar barriers of 
aloofness, 


never did, There er 


Wi any memories of the 
Way she thereafter Spoiled every good thing 
that her Mother tried to do for her, how she 


destroyed every 


Opportunity for it. This i. Teminiscent of 


Il has also described the thera- 
Peutic necessity for the hospital staff to refrain 


from Collaborating in distancing Operations, 


but to Confront the patient with the highly 
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disturbing emotional interaction that is taking 
place. The individual therapist may usefully 
do the same thing. As the patient becomes 
acquainted with the fact that there is a great 
deal going on between her and the therapist, 
between her and other people, and that her 
acts are not in isolation, she becomes 
acquainted with the strength of her effect on 
other people, and with their availability, 
therefore, for more satisfying relationships. 
She then, for the first time, sees the possibility 
of realistic alternatives to her fantasied omni- 
potence, her loneliness, her infantile gratifi- 
cations and her low self-esteem. Paradoxically, 
this is apt to be initiated by some revelation 
of the therapist’s helplessness and anger. It is 
characteristic that in response to these patients 
à great deal of guilt is aroused and it is found 
necessary by those in immediate association 
With the patient to counteract this guilt by 
Caretaking and by increasing efforts to save 
the patient from herself. These only arouse 
further tension and guilt in the patient. It 
Sometimes clears the air for the therapist to 
undertake self-revealing, frank expression of 
his helpless anger. It is always done in fear 
and trembling lest he simply disclose himself 
to be sadistic and invite a masochistic response 
9n the part of the patient. But it does not 
Work out that way as a rule, and Crabtree 
(1967) has also given a very nice description 
of the therapeutic effects of letting some hate 


in the countertransference be seen by the 


patient. The resistances encountered as one 
Persists in intruding on the patient's emotional 
Isolation are exemplified by Dr Pao's patient 
who tenaciously avoided ' getting together’ 
with him. The patient to whom I previously 
referred greeted my most intense expressions 
9f emotional involvement with compliments 
9n my acting ability and she assured me that, 
In Spite of my good technique, she knew I was 
Not affected by her one way or the other. At 
the same time, as Dr Pao has also pointed 
Cut, these patients are really committed to 
treatment. They develop a very dependent 
relationship, but one which is also highly 
Collaborative, and on the whole they are 
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prognostically fairly good candidates for 
psychoanalytic psychotherapy. 

Now, as to the inner experience, conscious 
and unconscious, of the patient who mutilates 
herself by cutting, and the areas of childhood 
to which this refers. Each of the speakers has 
alluded to the infantile character of his 
patients’ conflicts. Dr Podvoll spoke of ‘a 
flight from deeply dependent, even symbiotic, 
wishes toward a primitive love object to the 
reliance on the auto-erotic use of one's own 
body', referring to a most primitive, oral, 
incorporative context. Dr Pao and others 
have stressed an apparent deficiency of 
maternal handling in infancy as presumably 
creating a stimulus hunger in the tactile, 
kinaesthetic area. Dr Kafka's patient was 
afflicted with severe dermatitis in the first 
year of life, an important determinant in the 
development of her symptomatology. I quite 
agree with them in regarding the cutting as 
predominantly regressive to an early, pre- 
oedipal period. 

It has been noted by Dr Pao, as in the 
series reported on by Graff & Mallin (1967), 
that cutting begins generally within one to 
a few years after puberty. Nevertheless, it is 
not essentially an expression of oedipal 
concerns, although they are certainly involved 
and are particularly evident in the provocative 
superficial appearance and behaviour of these 
patients. This is what makes them attractive. 
Historically, they experience difficulty in all 
stages of childhood, including the oedipal, 
and they have the skills and intelligence to 
carry them through a stormy latency. But 
puberty brings an upsurge of desire for 
intense object relationships with, for them, 
significant failures that recall the dismal 
failures of infancy and evoke the Tegressive 
symptomatology. 

My patient was able to describe the sub- 
jective experience of her cutting from time 
to time. She was an articulate woman of 
very superior intelligence and extensive symp- 
tomatology who cut, burned, hit, abraded 
and scalded herself. Unlike most patients of 
this sort, she was not amnesic or anaesthetic 
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for these episodes in general, but cut and 
burned (with cigarettes) herself with conscious 
gratification in the pain she was inflicting and 
experiencing. At different times she empha- 
sized different aspects of the experiences. 
Moreover, by her descriptions and the varying 
contexts in which the episodes occurred I 
was led—empathically, I believe—to discern 
diverse facets in them. They derived from all 
stages of psychosexual development, including 
the oedipal. 

Three attitudes seemed to predominate in 
these attacks on herself, which Were provoked 
by impulse arousal and frustration. One 
attitude was violently punitive toward herself 
for being so weak and unguarded as to develop 
impulses and desires, particularly for some- 


be experienced as being 
Temote and disapproving 


the feeling of 
she wet the bed 


In P!npointing **Paration-individuation as 


RoBERT С. BURNHAM 


Well as aggression as the problem area 
Specifically related to cutting, Dr Pao goes 
further than I think is warranted by my data 
and by other descriptions of cutting incidents. 
Aggression, yes—but separation-individuation 
in the sense that Mahler uses it, of the toddler 
Starting to move away—I think this is only 
one of several areas of conflict and impulse 
frustration that can lead to aggression turned 
upon the self. The incident described by Dr 


source of gratification, 
abandonment when these 
For my patient, 


and a sense of 
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necessity to accept the existence of this 
uncontrollable but needed outside reality by 
comforting use of the blanket, a possession 
which is definitely not part of himself but at 
the same time not as starkly alien as the rest 
of the outside world. He uses this comforting 
illusion temporarily and later gives it up 
when it is no longer required. This stage, in 
Winnicott’s words, is ‘intermediate. . . be- 
tween a baby’s inability and growing ability 
to recognize and accept reality’. 

Now it is certainly true that symptom 
formation is another means of softening the 
impact of reality. There are similarities 
between the process and Winnicott’s transition 
phenomena, but I do not regard them as the 
same thing. The transition, in Winnicott’s 
sense, is between primary narcissism and 
object relations. Dr Kafka's patient, who 
may have had to deny that her painful body 
was really a part of her, was simply, as I see 
it, not operating in the same dimension. I think 
that such similarities as exist are relatively 
superficial rather than essential, but, at the 
same time, I recognize that Winnicott's 
definition is not absolutely precise and some 
fine points of semantics exist in the argument 
that I would not insist on attempting to 
define. As Dr Kafka goes оп, however, he 
employs the term transitional more and more 
generally—referring to the transition between 
living and dead matter, then to that between 
the part and the whole, and, finally 
to that between sadism and masochism. 
This is too much for me to go along with. 
The plain fact is that everything is transitional 
between one thing and another, but I do not 
think that is what we mean when we use the 
term ‘transitional object’ in Winnicott’s 
sense. As Dr Kafka mentioned, this is а 
catchy phrase, and I do not propose to try 
to hold back the flood of usage which will be 
found for it. The main thing, as I see it, 
is to maintain clarity about the data that are 
being referred to, and this Dr Kafka has done. 

Finally, I want to express my appreciation 
to Dr Pao, Dr Kafka and Dr Podvoll for their 
valuable contributions to the understanding 
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of a very interesting and enlightening group of 
patients, and for the opportunity to enter into 
discussion with them. 


PETER L. GIOVACCHINI: 


As psychoanalysis increasingly focuses 
upon characterological problems within the 
framework of object relationships and ego 
sub-systems, such as the self-representation, 
developmental factors acquire even greater 
significance. 

Dr Kafka presents a case that is pheno- 
menologically masochistic and yet he intro- 
duces us to formulations that do not include 
psychodynamic factors (or, at least, not to 
large measure). Rather, he chooses to view 
his material from a developmental perspective. 
I believe that, by so doing, he is presenting 
us with a richer and more instructive clinical 
picture. He is not restricting himself to the 
usual clichés; one senses depth and feels how 
this patient became (or did not become) a live 
person. 

To pursue this perspective, a word about 
the adaptive function of pain. Patients 
suffering from characterological defects have 
a poorly (defective) developed self-represen- 
tation. There is considerable ambiguity about 
whether one exists or, more precisely, whether 
the self-representation can maintain coherence 
in the context of the surrounding reality. Is 
one alive or dead; is one asleep or awake? 
Feeling is equated with life, non-feeling with 
non-existence. To feel is reassuring that one 
is alive, even if that feeling is pain. I once 
wrote about an identical twin who generated 
anxiety, a feeling that reassured her that she 
was both capable of feeling and alive 
(1956). 

This patient’s dermatological illness made 
pain an intrinsic aspect, not only of object 
contact but, since the skin is a boundary, of 
the differentiating process that separates the 
self from the outer world. 

Winnicott (1953) introduces the concept 
of the | transitional object at this point, 
emphasizing not so much the development 
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of object relationships, but the role of the 
object in facilitating individuation. When a 
bodily part becomes painful, by hypercathexis, 
it is *extruded' into the outer world and 
treated as if it were a foreign substance and 
external object. This could be considered a 
transitional object from a functional view- 
point since the psyche is trying to preserve co- 
hesiveness, but it is a pathological variant 
and I think Dr Kafka's material beautifully 
illustrates this point. 

The extruded object, skin, which with 
symbolic elaboration also represents the 
pain-producing mother, has to be ‘controlled’, 
Winnicott’s transitional object is not ordi- 
narily painful and, even though it has to be 
controlled, it is a different kind of control, 
The combination of a 
mother whose self- 


experiences, leads t 
(Winnicott, 1954), 
This ‘autonom 


1 : y’ then is a reaction to the 
painful vicissitud 


les accompanying self outer 


| The functional 


m severe character, logi 
lems can be ig ред 


further, Different ego 
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levels are associated with (or a lack of) auto- 
nomous qualities that are characteristic of 
that particular state. 

Dr Kafka’s patient demonstrates an auto- 
nomy associated with a relatively undifferen- 
tiated ego consumed byhatred and self-hatred. 
Pain and extrusion of non-adaptive destruc- 
tive introjects represented by the skin main- 
tained her as she believed she was exercising 
control, an autonomy founded upon omni- 
potent manipulations. The question can now 
be raised as to Why she did not eventually 
carry her extrusions further. 

Once the psyche achieves à certain degree 
of structure the extrusion of inner distress is 
accomplished by projective mechanisms. The 
corresponding clinical picture becomes pro- 
oid and the patient 
ne that is not entirely 
t manipulations. 

d I believe Dr Kafka's 
this category) are so 
With the destructive and 


dissolution. 


The paranoid 
has 


Such as the one i 
In order to р 
ego has to be 


ап introject, $ 
individuation b 
Structure, 


The autonomy SXperienced by paranoid 
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Structuralized elements rather than upon 
primitive control and rebirth fantasies. The 
mothers or guardians of these patients, although 
very much conflicted, can allow their children 
to develop enough individuation beyond the 
symbiotic phase so that projective techniques 
can be used as a defence against ego dissolution. 
Still the mother's assaultiveness is sufficiently 
intense that they feel considerably threatened 
by further emotional development and con- 
Sequently they use fragmentizing defences. 
Fragmentation, although disruptive of ego 
unity, maintains considerable coherence when 
Compared to the merging and loss of ego 
boundaries that occur in regressive fusions. 
The paranoid projects his destructive intro- 
jects but he also projects better structured 
aspects of his ego at the same time. The hateful 
Persecutors are often a superstructure, con- 
taining a better organized core, one which, 
because of its being projected, cannot be used 
for further development. Still, since it is 
Projected it is sufficiently extruded that the 
Patient can ‘protect’ such structuralized 
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elements from becoming regressively undone 
into a structureless void. Both the persecuting 
introjects can be defended against and post- 
symbiotic structure preserved by projection. 

The combination of destructive introjects 
and healthier aspects of the ego when pro- 
jected leads to defensive stabilization, but it 
is different from Winnicott’s concept of the 
transitional object in that the control gained 
by these patients has only a limited develop- 
mental potential. In regard to Dr Kafka’s 
patient I wish to stress that there are also 
differences if we consider this patient in 
terms of the transitional object. I believe, 
however, that Dr Kafka’s case emphasizes 
a pathological variant, one which on the 
surface seems unique and bizarre but when 
understood in terms of developmental and 
characterological factors gives us valuable 
understanding about a group of cases that 
are either more frequently encountered or 
recognized. I am grateful to Dr Kafka for 
having stimulated my enthusiasm and broad- 
ened my understanding. 
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The consultant and his roles* 
By В. B. COLES} AND H. BRIDGER? 


Physicians are some of them so pleasing, and conformable to the Humor of the Patient, as 
they presse not the true Cure of the Disease; And some other are so Regular, in proceeding ac- 
cording to Art, for the Disease, as they respect not sufficiently the Condition of the Patient. Take 
one of a Middle Temper; Or if it may not be found in one Man, combine two of either sort: . 
and forget not to call, as well the best acquainted with your Body, as the best reputed for his 


Faculty. (From the essay *Of Regiment of Health" by Francis Bacon.) 


In 1964 one of the authors (R. B. Coles) 
gained leave to study psychosomatic disorders 
and group problems at the Tavistock Clinic 
and the Institute of Human Relations. The 
following notes are derived from regular 
Sessions at the Tavistock Institute where it 
Was decided to study communications prob- 
lems existing in the hospital situation. Analysis 
Of the place and role of the consultant in 
dermatology was both a starting point and 
4 means of recognizing inappropriate as- 
Sumptions. The particular consultant exercised 
Other roles and functions in more than one 
hospital as well as in private practice. He has 
also been developing the use of groups both 
inside and outside medical work. 

There seems to be general agreement that 
there are problems of communication in 
hospital. In recent years there have been 
many studies which emphasize this problem 
and the Minister of Health has issued a 
Special document (Central Health Services 
Council, 1963). Barnes (1961), Revans (1964) 
and Cartwright (1964) have all made studies 
Which show the immense complexity of the 
Problem and the need for improvement as 
Well as the difficulties which investigators 
encounter in studying the dynamic morass 


* The original paper was discussed at the 
Society of Psychosomatic Research Meeting on 
25 November 1965. 

Northampton General Hospital. 
.* The Tavistock Institute of Human Rela- 
tions, Tavistock Centre, Belsize Lane, London 
N.W. 3. 


objectively and usefully. Menzies (1960) has 
shown how the complex system of a hospital 
may function as a defence against anxiety 
and some of the apparently punitive, hier- 
archical behaviour in hospitals has а 
defensive function in itself. Studies like this 
show that the simple suggestions made in the 
Ministerial pamphlet are unlikely to solve 
many of the problems that exist on a deeper 
level. The Shape of Hospital Management in 
1980 (King Edward’s Hospital Fund, 1967) 
and the First Report of the Joint Working 
Party on the Organization of Medical Work 
т Hospitals (1967) indicate the growing 
complexities in co-ordinating the increasing 
dimensions of a rapidly changing environ- 
ment. 


The hospital and the consultant function 


The hospital is a complex organization. 
The patient group is an ‘open’ one with the 
patients going and coming and dovetailing 
with their own home groups. On the other 
hand, there is a nursing group which interacts 
with the patients and with the doctors, and 
the administrative staff interact with all four 
groups; behind these are the laboratories, 
the X-ray and special departments, the cooks, 
porters, mechanics, electricians and painters, 
all of whom contribute to the dynamic 
organization in which each individual has, 
besides, his own outside group commitments. 
Each of these groups, whether from within 
or outside the hospital, has its own value 
system, norms and standards. 
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The administrative, nursing and medical 
groups have their own hierarchical structure 
and their own system of intragroup relations 
as well as intergroup relations with each 
other. The communication system is im- 
mensely complex and, in our initial survey 
of the problem, we considered the possibility 
of studying the interrelations of a few of 
these numerous groups before, during and 
after a series of seminars in which psycho- 
somatic disorders were presented. This ap- 
proach yielded much valuable information, 
but although it was likely that such seminars, 
held in hospitals amongst assorted Staff, were 
beneficial to relationships and understanding 
between the staff—and therefore likely to 
benefit the patients—the evidence proved too 
complex to handle, and this approach had 
to be abandoned. 

We then decided to consider the consultant 
in his environment and to examine his pro- 
fessional system of communication with 
patients, other doctors, nurses, administrators 


and many people in a variety of institutional 
roles. It soon became a 
consultant’ 


any perceptible set of r 
to be called upon to 
function. 


We found that the Consultant’s function 
could be said to Consist of four roles: 
specialist, Consultative, i 


setting (Bridger e; al., 1963) 
Briefly the 


consultant is a 


Specialist knowled 


© of th 
necessity for his 


employment 
of his long 
er time. We 
his aspect of 


velopment oy, 
те to say about t 
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his activities later, as much depends on the 
type of training and on the learning process 
provided when communication and role 
problems are taken into account. The con- 
sultant wears this ‘hat? when, for example, 
he gives direct advice to a medical or nursi ng 
colleague, or toa patient. 

In his consultative capacity the consultant 
attempts to help another doctor, a nurse, a 
patient or an administrator to find effective 
methods or appropriate solutions to their 
own problems. His effort here would be 
towards using his experience for facilitating 
aclimate of understanding rather than towards 
taking over responsibility for finding all the 
answers. 

This role is in contrast to his "specialist" 
function where he may offer his own solution 
or provide the essential information himself. 
We are indebted to G. J. Mills for another 
Way of describing this contrast: in effect the 
specialist ‘takes away’ the problem from the 
individual or group, and then hands it back 


In a solved or partly solved form. In a 


consultative’ capacity he leaves the problem 
with the individual 


or group but helps to 
change, through attention to the person or 


group, the way the problem is being con- 
Sidered. 


Of course, it is very often the case that 
"consultative? and components 


ent degrees. 
oles, 


ré 


tative aspect of the doctor's role will be more 
in evidence in the performance of this role 
than in any other. The didactic approach 
(or the decision to *teach' the patient) can be 
congruent with, or in contradiction to, the 
‘consultative’ role. It can range from an 
explanation based on a gentle hint, to firm 
but compassionate teaching, which the 
patient would neglect at his peril. 

More thought is given by doctors to better 
ways of teaching than they give themselves 
credit for. On the other hand, the teaching 
may not always take sufficient heed of what 
could have been learned by a greater readiness 
to listen with due, but not rigid, dependence 
on knowledge and past experience. 

Balint’s ‘apostolic’ function seems to fit 
into part of this role. He points out that the 
doctor unconsciously indicates to the patient 
what sort of symptoms and disorders are 
acceptable to the doctor. It is a form of 
teaching. 


Every doctor seems to have a vague, but almost 
unshakably firm idea of how a patient ought to 
behave when ill. Although this idea is anything 
but explicit or concrete it is immensely powerful 
and influences practically every detail of the 
doctor’s work with his patient and in particular 
that aspect which we call teaching. It is almost 
as if every doctor has revealed knowledge of 
what it is, either right or wrong, for patients to 
expect and to endure and, further, as if he had 
a sacred duty to convert to his own faith all the 
ignorant and unbelievers amongst his patients 
(Balint & Balint, 1961, p. 114). 


Inherent in the executive role is the authority 
derived from representing the particular 
institution to which the consultant belongs, 
and not just the professional attribute. This 
includes, but does not solely consist of, the 
administrative and departmental responsi- 
bilities that any consultant has to carry out. 
Although the administrative arm of the 
National Health Service often does much to 
minimize this role and consultants tend 

erhaps to underplay it, the responsibilities 
delegated by him to others make the executive 
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role one of far more importance than it is 
usually accorded. 

In general, therefore, training and know- 
ledge acquired for any professional practice 
can only provide the bare structure for 
meeting the wide variety of situations on 
which the practitioner has to diagnose, decide 
and act. Included in the ‘act’ is the decision 
to work in one, or a combination of these 
roles outlined here. In the readiness to ‘listen’ 
(learn) and to build an experience extending 
beyond a competence in skilled techniques, 
the doctor is better able to recognize and 
meet the demands of changing as well as 
new conditions. 


The consultant function as an 
amalgam of relationships 


The consultant is appointed by the re- 
gional board, but serves in the hospital 
management committee area. He may work 
in one or more management committee 
hospitals or groups, but, from the hiring and 
firing angle, he is a regional board employee. 
He has contact with his colleagues in the 
medical staff committee, where problems 
of medical policy are discussed and where 
advice is formulated for the hospital manage- 
ment committee or other bodies. The medical 
staff committee has no statutory executive 
function. A consultant may be asked to serve 
on a hospital management committee itself 
and in the fields controlled by that body or 
by the regional hospital board he may serve 
on numerous committees on various subjects. 
He will have a certain amount of administra- 
tive power in his own department and in 
relation to his own departmental colleagues 
e.g. his registrar, houseman, nursing sister 
and social worker colleagues. On the other 
hand, his executive power, as distinct from 
his apostolic function, is very limited; fo 
instance, medical ‘housemen’ are emplo 4 
by the hospital management committee a 
any disciplinary matters concerning th 
would need to be discussed with the admi a 
trator concerned. A. similar situation a rd 
in relation to the ward sister whose grad 
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administrative officer is the matron. The 
pattern of interaction shown in Fig. 1 gives 
an oversimplified map of these relation- 
ships. 


Communications; Psychosocial and 
Psychosomatic medicine 


It is difñcult to separate communications 
problems from the study and evaluation of 
of psychosomatic and psychosocial problems 
in medicine. If doctors and nurses and others 
look at patients as garage men look at motor 
cars, psychosomatic medicine becomes un- 
necessary and communication can be carried 
out by mechanical processes. Although we 
do not suggest that this condition holds true, 
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Schools have tended to adhere to massive 
physical, chemical, scientific and mechanical 
training and insufficient emphasis has been 
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The consultants practice within the hospital 


In hospital practice it is essential that 
physical examinations should be made and 
busy clinics reinforce any tendencies a con- 
sultant may have of taking the physical 
history and neglecting the emotional and 
psychodynamic side altogether. Klauber 
(1961) discussed problems of history-taking 
and showed that acquaintance with mecha- 
nisms of unconscious mental processes reveals 
a new dimension in history-taking. He feels 
that the lack of a systematic training in 
methods within our medical education pre- 
vents doctors from instituting treatment based 
more on aetiology and less on symptoms. 
Meares (1960) discussed the need for a multi- 
Channel system of communication between 
the patient and the physician and emphasized 
the need for use of literal, verbal, extra-verbal 
and non-verbal means of communication 
(Bridger & Wilson, 1947). 

Hospitals have further difficulties when 
compared with general practice. Many out- 
patient clinics are still carried on in a very 
"public? way even in non-teaching hospitals. 
Two doctors may work in one room and 
nurses and ancillary staff are moving about 
in the room while other patients wait in 
Silent, nude expectancy behind thin curtains 
in cubicles, These conditions do not facilitate 
emotional assessment and are a guarantee 
of the thickening barrier between doctor and 
patient. Thus the hospital consultant tends 
to play a mechanistic role if he works in the 
‘public’ clinic using his skill in the traditional 
physical medicine way and operating primarily 
in the specialist role. 

‘Traditional’ medical instructors tend to 
describe people who have not developed a 
clear-cut medical disease as ‘functional’ 
cases. Many doctors and consultants find 
little in their training and practice to enable 
them to understand and cope with the anxiety 
and helplessness occasioned by the number 
of patients becoming distressed through the 
doctor’s inability to help. Initial reactions 
towards such patients are often negative and 


235 


sometimes hostile. However, with further 
learning, experience and teaching, itis possible 
for a taking of the ‘pattern’ history to be 
combined with an appropriate degree of 
emotional assessment and for a closer study 
to be made in the interview with the patient. 
It is also possible for the consultant to learn 
how to assess some of his own feelings about 
the patient so that the transference and 
countertransference considerations in medical 
practice (corresponding in certain aspects to 
those operating in psychoanalysis) can be 
taken into account and appropriate policies 
followed. This, in turn, leads to some recog- 
nition of his own emotional investments and, 
with this, a more constructive use of the 
strong emotional feeling towards those non- 
organic aspects of patients' disorders. 

In contrast to feeling ‘deskilled’ when 
confronted with an ‘obstinate’ case, he can 
thus be enabled to work face to face with a 
person acknowledging a problem, but where 
the problem itself is invested with emotional 
processes unrecognized by the patient. 

In a sense, the doctor has been learning a 
new role; at least some new behaviour and 
thinking has been added to his original 
training and experience. It is not so much 
that certain personal changes have been 
effected as the opportunity of being ‘more 
oneself". This effect is, or can be, as true for 
the patient as it can be for the consultant, 
though it is often far from a comfortable 
experience, since being oneself includes own- 
ing so much that one would rather not have. 

It is of interest to compare the group 
relationships and satisfactions of the con- 
sultant in two states, and while referring to 
them as the mechanistic state (e.g. symptom or 
physically oriented) and the organismic state 
(psychosocially orientated), it must be under- 
stood that the former is never abandoned 
for the latter. Combinations of them should 
indeed be used by the consultant in what is 
felt to be the appropriate situation. The whole 
process, in which these two states represent 
polar extremes, is linked to the ability to 
relinquish inappropriate roles and modes of 
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satisfaction by acquiring knowledge and 
developing conditions of change and insight 
into these conditions of change over the 
years. A consultant with an emphasis on the 
organismic approach is concerned with the 
patient group as ‘whole’ people. If he is in 
the mechanistic category, the ‘whole’ people 
aspect is minimal. 

All this does not mean that the consultant 
in the mechanistic category is not doing good 
work. His work on a prescribing, minor 
operating, courteous plane may also include 
an intuitive human approach. Indeed, in 


contrast, psychosomatics may be ‘handled’ 
mechanistically. 


The consultant's resource groups with 
special reference to his ‘academic’ group 
The difference betw. 


| сеп two consultants 
with these distinctive 


emphases can be 


iety meetings, In dermatology 
Б 15 an important aspect 
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part of a skin consultant’s life; he must 
attend enough of these meetings to be au fait 
with all the rarities and difficult and abstruse 
problems that he may encounter, and with 
all the scientific advances that occur in his 
Subject. On the other hand, it is true that 
these meetings do not fortify him in his 
problems with the ongoing treatment of 
patients in his clinics once he moves over to 
the organismic-psychosomatic position. 
While the consultant is preoccupied with 
the activities of this type of dermatological 
meeting, he may tend to find common cases 
of eczema, psoriasis and acne, where emo- 
tional problems are parallel to the extreme 
chronicity of the disorders, rather un- 
interesting and a matter of routine. However, 
as experience develops and knowledge of 
Psychodynamic medicine grows, he may tend 
to turn to groups of colleagues—psychiatrists, 
general practitioners, psychodynamically in- 
terested physicians—for discussion of the 
emotional needs and problems of his patients. 
This becomes an important section of his 
professional life and to these group resources 
he can bring the ailments and anxieties of 
some of his emotionally disturbed patients 
(Main, 1957). He can report cases to share 
and compare problems with colleagues, giving 
and receiving criticism and support. The 
difficult emotional problems, including his 
own difficulties, can be confronted and better 
understood in the types of psychosomatic 
discussion groups which have been described 
by Balint (1964), Many of the ongoing 
Processes in the colleagues group will also 


become part of the learning as experience 
develops. 


Patient, Practitioner and consultant 
relationship 
In the psychosomatic field it becomes more 
necessary for the consultant to follow up the 
patients himself. This, of course, is true for 
the ‘mechanistic? Consultant, but there is an 
additional factor involved which makes 
delegation а much greater problem in psycho- 
dynamics. This js Particularly important 
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where the relevant general practitioner does 
not feel himself able to give therapy in the 
psychodynamic field. However, it is quite 
unnecessary for the consultant to do this 
kind of work when there is a good, ‘ongoing’ 
relationship between the general practitioner 
and the patient which the former is prepared 
to develop therapeutically. The consultant 
would, of course, give his opinion based on 
his academic knowledge of the speciality, but 
should withdraw from direct treatment of the 
patient, leaving this to the practitioner. Other 
problems of assessment derive from this 
point. The consultant needs to decide on 
the role he is going to play. Is he going to be 
purely consultative, on the mechanistic side, 
or is he to enter into an assessment of the 
psychodynamics of the problem as well as 
the physical difficulties that the patient 
presents? The consultant must think of the 
patient-practitioner relationship right from 
the start. It may be that ‘whole person 
medicine is being carried out by the G.P. 
and, in cases where this is known to be 
happening, the consultant can confine himself 
to technical matters relative to his speciality 
and the medical transference situation can 
reside with the practitioner who can carry 
on the treatment by relationship and casework 
in the mode he has developed for himself. 
Much thought needs to be given to the 
problem of returning the patient to the 
practitioner’s care at the appropriate time 
and in establishing the relationship between 
the patient and the G.P. where this need is 
indicated. Decisions about role-taking are 
vital and need to be taken early in order to 
maintain good ongoing relationships between 
the patient and the general practitioner. The 
general practitioner may only require technical 
advice from the consultant in the special 
subject. Knowledge of the general practi- 
tioner’s skills and good communications with 
them are, therefore, essential in the develop- 
ment of a good out-patient consultative service 
at a hospital. Whenever desirable, or possible, 
arrangements should be made for practitioner 
and consultant to discuss the different 
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qualitative relationships between them, and 
between each with the patient. 

It is encouraging to recognize the early 
stages of this development in many clinics. 
G.P.s are showing their ability to communi- 
cate their assessment of the medical trans- 
ference and counter transference situation 
to the consultant and vice versa. Many 
general practitioners state, for instance, when 
they want the consultant to give a predomi- 
nantly mechanistic assessment of the case, 
indicating that they are confident about their 
own relationship with the patient and with 


their ability to carry out any treatment 
suggested. 


If this kind of ‘three-person group’ (i.e. 
consultant, G.P. and patient) technique 
could be developed, it is manifest that many 
more cases could be seen in the out-patient 
clinic and that much more satisfaction would 
be gained in general practice. The interests 
of the patients would be furthered by the 
consultant and general practitioner having 
a better knowledge of each other's position 
as regards these matters. At present the 
situation is all too often unrecognized by the 
patient and either unrecognized or avoided 
by the medical advisers concerned. 

The development of the psychosomatic 
attitude, however, constitutes a further 
resource for the consultant. Many different 
varieties of communication patterns within 
the three person group structure of general 
practitioner, patient and consultant will 
occur. Some of these communication patterns 
are illustrated diagrammatically in Figs. 2-11. 

Figs. 2-11 are roles and communication 
diagrams. Communications and bias on 
mechanical lines are indicated by an unbroken 
line; Pt. — patient; G.P. — general practi- 
tioner; C — consultant. Where one of these 
signs is included in a circle, this means that 
person is *biased' towards the emotional or 
physical side according to the type of circle. 

Figs. 2-3 illustrate the dangers of ‘collusive’ 
medical polarity. In Fig. 2 the patient has 
predominantly, an emotional problem amd 
the communications between the G.P., the 
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patient and the consultant are all on the 
physical plane because the G.P. and the 
consultant accept only physical matters. In 
Fig. 3, the patient with a physical problem is 
being dealt with by a highly ‘emotionally’ 
organized G.P.-consultant system. Both situ- 
ations represented in Figs. 2-3 are detri- 
mental to the patient. 


G.P. 


ГРЕХ 
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In Fig. 4 the patient has a psychological 
problem, but the G.P. accepts only mecha- 
nistic communication. The patient and con- 
sultant communicate on a psychosomatic 
basis and the consultant has the problem of 
communicating this to the G.P., hence the 
unbroken wavy line. 


Again in Fig. 5 the G.P. accepts only 


Fig. 11 
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mechanistic communication. The patient and 
consultant communicate along both lines, 
the consultant being eclectic, but the con- 
sultant communicates only mechanistically to 
the G.P. Thus there is collusion between the 
patient and consultant, the latter being aware 
that the G.P. will not tolerate psychosomatic 
statements and may block this side of com- 
munication because of his own uncon- 
scious difficulties. 

Fig. 6 represents a parallel to Fig. 5 and 
shows the consultant on the mechanistic 
plane only and the patient and G.P. collude 
on the emotional side. 

Fig. 7 represents the ‘ideal’ communication 
graph where all sides communicate eclectically 
as is necessary for the welfare of the patient. 

Fig. 8 shows a patient with an emotional 
problem. The G.P. realizes this, but wishes 
to have physical problems checked. He sends 
the case to a physically orientated consultant. 
This consultant is resistant to emotional 
material and communicates a physically 
biased report to the G.P. which adds to the 
confusion. Spurious but unconsciously en- 
gendered material of this sort can interfere 
with the progress of this case. 

Fig. 9 shows the reverse situation, where 
the G.P. is convinced that there is a physical 
matter present, and the unconsciously biased 
consultant tends to attribute wrongly the 
patient's symptoms to emotional problems. | 

Figs. 10-11 represent ‘primary’ communi- 
cation states, i.e. where a G.P., the patient 
and the consultant deal consciously on the 
emotional line. We doubt whether true 
examples of these really exist. 

Of course, all these diagrams can be 
modified and additions can be made. There 
are endless modulations, but these examples 
do show the vast variety of permutations of 
relationship when one considers the G.P.— 
patient-consultant group. 

We should now ask how often the three 
members of this group are aware of what is 
going on in this elemental group dynamic. 
Admittedly these diagrams show the relation- 
ship between role and communication very 
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crudely, but the models seem to us to provide 
the starting point for a number of further 
investigations. For instance, it would be 
useful to carry out a study where a consultant 
and a random selection of six G.P.s who 
‘use’ him, meet together for a series of 
seminars. Similarly, a G.P. could meet six 
consultants who are ‘used’ by him. Investi- 
gations of this kind would require to be 
‘built’ to provide sanction for the kind of 
confrontations and learnings likely to emerge. 
At the same time, it would be necessary to 
ensure that selection of relationships would 
not colour the results; Coles hopes to carry 
out an investigation of this kind to study 
these role problems in greater detail. 


The medical transference and 
countertransference situation 


All sorts of processes go on between doctors 
and other doctors’ patients. Sometimes the 
patient arrives in a hostile state. His anger 
may be directed towards his original doctor 
and he is eager to make a strong positive 
attachment to other people who, he feels, 
may help him ‘better’ or help him in the way 
he ‘requires’. In this way, it is sometimes 
difficult to avoid strong positive attachments 
being made in the clinic. Difficulties are then 
encountered when the patient needs to be 
discharged because he may feel resentment 
(probably quite unjustified) towards his 
practitioner. On the other hand, there are 
cases where the medical transference relation- 
ship may have to be undertaken by the 
consultant and there are times when it is 
considered as having been ‘stolen’. Counter- 
transference phenomena will be occurring 
where some work, expression, gesture or action 
of the consultant implies that the previous 
practitioner has been grossly erroneous, 
etc., implicitly encouraging the patient to 
develop hostile and Tejecting feelings 
towards his general practitioner. Everyone 
Ч ERAT this kind of phenomenon. We 
have all fallen into the tr: i 
other and, of course, it - ла um ли 

pens the other 
way round too. General practitioners can do 
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this in reverse, but it is very much more 
difficult for them because hospital ent 
sultants may well exercise a heavier ‘apostolic 
function in their field. It is unfortunate that 
these important transference and counter- 
transference situations are so very rarely 
discussed in medical circles. For example, 
considerable harm may derive from a ‘take- 
over’ of the medical transference by inferring 
in some way that whatever the other doctor 
has done is wrong and that what we, the 
immediate therapists, are doing is tight. On 
the other hand, it is very often difficult to 
avoid developing the medical transference 
when the patient has been treated by a 
mechanistic approach and yet has a psycho- 
somatic problem. This may also occur when 
a patient has a physical problem with 
emotional elements and when the essential 
tool is simply that of being prepared to listen 
and give constructive feedback. These kinds 
of cases can be explored and identified in the 
Tesource groups of consultants and general 
practitioners working together in support of 
their individual but related work, They need, 
however, a climate of discussion in the group 
Situation where anxiety about loss of face, 
and similar threats Which have pervaded 
this type of problem in the past, do not 
nullify mutual trust and concern for the 
Broup's purpose and activity. 


» Clear even though it may 
Prove difficult t 


outcome, 
AS we have Seen | 
doctor relationshi 
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The most effective relationship between 
consultants or between consultant and refer- 
ring doctor obtains where mutual learning, as 
well as mutual respect or friendship, occurs. 
This mutual learning may be largely implicit 
rather than explicit, but wherever it exists, at 
least three of the four roles outlined earlier 
in this paper can be undertaken by each of 
the participants in the two-way relationship. 

Each has a ‘specialism’; the consultant's 
will be a field of medicine in which he has 
earned the right to speak with some authority; 
the referring doctor's, a G.P., for example, 
will bring his own distinctive expertise to 
bear, including longer term experience of the 
medical history of the patient together with 
knowledge of the family, work and other 
environmental circumstances of the patient. 
Each could also have much to offer in the 
consultative and in the teaching|learning roles. 
The executive role would mainly apply where 
the doctor was in a subordinate orstudent-type 
relationship to the consultant. 

It is an accepted part of medical culture 
that in any social as well as professional 
gathering, it is most likely that doctors will 
tend to ‘find’ one another and discuss the 
most interesting and important topic— shop · 
In the changing world of today this is not 
frowned upon to the same degree as it used 
to be: it is accepted in all occupational 
groupings where a meaningful identity is to 
be found in their work. This ‘invisible pro- 
fessional college’ could be extended much 
further by developing a better understanding 
and use of a basic “building block’ in medical 
practice, the Consultant-general practitioner- 
patient triad. The patient is ‘present’, but 
not physically evident in the colleagues 
relationship. As with all aspects of work in 
the field of health, such an experience for 
personal and professional growth is treated 
as a ‘bit of luxury in the continuous battle 
for time every day'. But the inherent values 
and standards, now associated with greater 
complexity and Socio-technical learning iv 
quired of all doctors today, are demanding 
a change in the Way that ‘time’ is spent. 
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Despite having less time for other important 
matters, the extra 'sessions given to the 
‘invisible professional college’ could do much 
to enable doctors to meet today's transitional 
phase of societal change; and this would 
include re-adapting the consultants' role and 
function with those of other doctors. 
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Termination of pregnancy on psychiatric grounds: 
a comparative study of 61 cases 


By F. E. KENYON* 


The implementation of the Abortion Act 
(1967) on 27 April 1968 was the culmination 
of a long struggle to disentangle and codify 
the right of doctors to perform a therapeutic 
abortion under certain conditions; two recent 
publications provide useful summaries of the 
Act and some of its implications (Potts, 1968; 
Addison, 1968). Psychiatric indications have 
been increasingly invoked but the literature 
on the subject, which has many facets, is not 
always directly relevant to the clinical 
situation. 

Naturally the ethical and legal aspects 
have recently received a good deal of attention 
(e.g. Williams, 1958; Dickens, 1966; Smith, 
1967). Whilst ideas on the concept of puerperal 
psychosis are constantly under review (Hamil- 
ton, 1962; British Medical Journal, 1966; Pitt, 
19684), the psychological and psychiatric 
aspects of pregnancy itself have been relatively 
neglected (Robin, 1962; Pugh et al. 1963; 
Baker, 1967; Grimm, 1967). The literature 
On possible psychiatric sequelae of abortion 
has recently been reviewed and added to 
(Simon & Senturia, 1966; Peck & Marcus, 
1966; Simon et al., 1967; Niswander & Patter- 
son, 1967). 

The most detailed American study on 
abortion (Gebhard et al., 1959), whilst com- 
prehensive in coverage with a useful bibli- 
ography and survey of practices in other 
countries, included very few cases in the large 
reported series of abortions done for psychi- 
atric reasons. The Scandinavian literature is 
now well known and noted for its scrupulous 
documentation as well as excellent follow-up 
data (Ekblad, 1955; Höök, 1963; Jansson, 


* Consultant Psychiatrist, Warneford Hospital, 
Oxford; Clinical Lecturer, University of Oxford. 
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1965; Forssman & Thuwe, 1966). These must, 
of course, be seen in their social and cultural 
context; they are based on different legislation 
which is not always as permissive as popularly 
supposed (Uhrus, 1964). 

What is often pointed out is the paucity of 
British studies, especially of a large unselected 
series with full social and clinical data and 
some effort at controlling the many variables 
involved. Baird (1967) published a large 
Scottish series but without very strict or 
explicit criteria for terminating, and these 
cases were not all done on psychiatric grounds. 
Arkle (1957) briefly described 22 cases seen 
over a 2-year period but did not recommend 
termination in any. Sim’s (1963) series is not 
representative as it was solely concerned with 
the problem of puerperal psychosis. Pare 
(1967) gave а very brief account of 118 patients 
seen at a London teaching hospital for a 
psychiatric opinion on termination, which 
was recommended in 53 cases. At another 
London teaching hospital Clark et al. (1968) 
made a retrospective study of 426 cases seen 
1961-7; some of the ‘stresses’ quoted, e.g. 
social stigma, are surprising, particularly when 
used as grounds for recommending termi- 
nation (43 out of 78 in this example). 

The present investigation was undertaken 
in order to try to fill this gap in the literature 
by a detailed descriptive and comparative 
study of all cases referred to the author during 
1967 for a psychiatric opinion and advice on 
termination. It is hoped that this will also 
serve as a bascline for future comparisons of 
cases referred under the Abortion Act as well 
as an opportunity for a follow-up study in its 
own right. 

It is mandatory in such cases to state the 
general policy under which such patients are 
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seen. The patient's religious views are most 
important and fully taken into account, 
whilst the author feels the doctor's religious 
views should not be imposed in any way on 
the patient. Each case is judged on its own 
merits in the light of the prevailing law, 
without undue sentimentality and unswayed 
by threats or other pressures. Я 
The decision whether to recommend termi- 
nation or not is rarely a straightforward one; 
there are many variables, often hard to itemize 
briefly, and it involves the most difficult part 
of psychiatry, viz. prognosis. The stage of 
pregnancy reached at the time of consultation 
is important, both physically and psycho- 
logically; after about 3 months, termination 
becomes technically more difficult, and follow- 
ing quickening the ‘endoparasite’ assumes a 
more individual existence. 

Whilst personality and previous psychiatric 
history will always be assessed, an attempt 
should be made to understand in psycho- 
dynamic terms what the present pregnancy 
means to the patient, the degree of ambiva- 
lence and extent of maternal feelings. The 
likelihood of a serious puerperal exacerbation 
or precipitation of a psychotic reaction must 
also be considered. 

How desperate and determined is the 
patient? How seriously should the suicidal 
threats be taken? Sometimes there is the 
added complication of an unsuccessful attempt 
at self-induced abortion having damaged but 
not Killed the foetus. Is the patient being 
coerced by others—parents, boy-friend, hus- 

band? Is this a case of a narcissistic woman 
for whom a child is a social inconvenience 
which would curtail her activities and spoil 
her body? Additional threats of criminal 
abortion if not done legally may be made. 
The author’s answer to this is to make it clear 
that his clinical judgement will not be swayed 
either way by this particular threat, but the 
opportunity is taken to point out the dangers 
involved. 

The degree of emotional maturity, intelli- 
gence, promiscuity and sensible use of contra- 
ceptive precautions should also be taken into 
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account. The current mental state is obviously 
important but may be modified by drugs 
already prescribed by the general practitioner. 
How much of the previous history and how 
severe a personality change has been under- 
gone may be difficult to evaluate if the patient 
is unaccompanied and no other history 1S 
available. Here the general practitioner may 
be able to help. 

Social factors must be allowed for in any 
thorough psychiatric assessment: for the 
married patient, such factors as the state of 
the marriage, relationship with husband, 
whether husband is the father, other children, 
finance and housing; with the single woman, 
it is even more important to establish what 
degree of emotional support she can count 
on, who else knows she is pregnant, and 
possible effects on her education, job or 
ability to cope on her own. Religious attitudes 
may be some guide to future guilt reactions, 
but loss of faith is sometimes a manifestation 
of a depressive illness. | 

All other methods of treatment and social 
help, apart from termination, should also ue 
thoroughly explored, as well as the patient's 
understanding of and attitude towards abor- 
tion. There is still some ignorance about what 
this actually entails. Admission to a psychi- 
atric hospital, treatment of the depression by 
psychotherapy, drugs or ECT, seeing relatives 
or the putative father, subsequent adoption 
of the child, sterilization after delivery, 
mobilization of social services, are all possi- 
bilities to be explored. Lastly, possible physt- 
cal and psychological complications of the 
operation itself must be reckoned with, 25 
well as the likelihood of future unwanted 
pregnancies. Follow-up is essential, regardless 
of whether or not termination is carried out, 
although in practice those for whom termi- 
nation is not recommended often do not 
return, or accept offers of alternative methods 
of treatment. . 

The foregoing could be summarized bon! 
by stating that if, in the light of the menta 
state, previous history, personality and pr esent 
circumstances, it is considered that continu- 


Termination of pregnancy 


ation of the pregnancy would cause a serious 
deterioration (with or without the possibility 
of a suicidal attempt) in the mental condition, 
and all other methods of treatment are un- 
likely to prevent this, then termination would 
be recommended. 


METHOD 


All patients referred to the authors clinic 
during 1967, i.e. before implementation of the 
Abortion Act, form the basis of the study and 
account for practically all the termination series; 
the very few exceptions were first seen in the 
general hospital. A minimum time of 1 hour was 
allowed for the initial interview, which was con- 
ducted along standard psychiatric lines; full 
Notes were taken at the time and all cases were 
Personally examined. Whenever possiblea relative 
Or someone else with some knowledge of the 
Patient was also interviewed. Where appropriate, 
further social, medical or other data were sought 
before a recommendation was made. Sometimes 
the patient had to be seen again after a short 
interval before a definite decision could be made, 
but time is a very crucial factor in all such cases. 


The general practitioners help was often in- 
valuable, 


Table 1. Civil status and age 


Termination Routine 
cases cases 
Civil status ан РЕНЕ: З 
and age No % Ne % 

Single 24 40 25 367 
Married 26 42-1 40 58:9 
Separated or 10 163 3 44 

divorced 
Widowed п њ = = 
Totals 61 100 68 100 
Age range 16-46 years 19-45 years 
Mean age 26:5 years 27:5 years 


X? = 7-40; 3 d.f.; P = 010, ns. 


a very few normative data are available on the 
variabl Population, and with so many possible 
routine’ (0 include, it was thought best to use 
a а psychiatric referrals to the same clinic а5 
teristi Tol group. This would highlight any charac- 
обе | D: the termination patients in terms of 
perh (potential) psychiatric patients, which 

aps could be used for further evaluation and 
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understanding of the pregnant group. All first 
female psychiatric referrals during 1967 in the same 
age range as the termination patients were selected 
for study. Some of these had the history taken by 
a registrar first before being interviewed by the 
author, but as a standard format is adopted most 
of the recorded information covered the same 

ound. At the end of the year all the case notes 
were collected up and the relevant information 
abstracted on to prepared sheets, but no attempt 
was made to do this ‘blind’. Where appropriate, 
statistical comparisons were made and differences 
taken to be significant with P values of 0-05 or less. 


RESULTS 


There were 61 patients referred during the 
year for an opinion on termination and 68 
routine referrals within the same age range 
over the same period. Civil status and ages 
of the two groups are summarized in Table 1. 
Age differences are not significant. 

The most striking difference is the higher 
proportion in the termination series of 
separated and divorced (16-3 compared with 
4-4 per cent), whereas the over-all proportion 
of single to ‘ever married’ in both groups is 
very similar. The patient’s religion, as recorded 
on the case notes, was classified under six 
headings, with results shown in Table 2. 


Table 2. Religion as recorded on case notes 


Termination Routine 
cases cases 
= А у ~ 
Religion No. 95 No % 
Church of 38 62-4 42 61:7 
England 

Roman Catholic 10 16:3 9 13:2 
Nonconformist 3 49 3 44 
Jewish 
None 2 82 13 19-1 
Other religion S 82 1 1:6 
Total 61 100 68 100 


x? = 610; 5d.f.; Р = 0:30, ns. 


Proportionately more termination patients 
had some religious affiliation, and also a 
slightly higher proportion of Roman Catholics 
(16 compared with 13 per cent). It was not 
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possible in the routine series to say whether 
this affiliation was merely nominal, but in 
the termination cases specific inquiries were 
made as to whether or not they actually 
practised their stated religion; 30 per cent 
confirmed that they did so. Only two (3 per 
cent) of the routine series were foreign-born 
compared with nine (14-7 per cent) of the 
termination series. 

At the initial interview note was taken as 
to who, if anybody, accompanied the patient. 
For the termination series 64 per cent were 
unaccompanied, and, of those who were 
accompanied, in 59 per cent it was by the 
husband, 18 per cent father of the patient, 
14 per cent mother and 9 per cent someone 
else. Corresponding figures for routine cases 
were 76 per cent unaccompanied, 17:6 per 
cent husband, no fathers, 6-2 per cent mothers 
and 187 per cent ‘other’. The biggest 
difference is in the number of fathers who 
come with their pregnant daughters, but not 
otherwise. 

Principal referring agencies were: gynae- 
cologist 37-7 per cent, general practitioner 
55:8 per cent and other doctor 6:5 per cent; 
corresponding figures for the routine referrals 
were 3, 85-2 and 11:8 per cent respectively. 

Some attempt was made to classify the 
main spontaneous presenting complaints, 
Categories are not mutually exclusive and 
necessarily somewhat arbitrary. A direct 
reference to their unwanted pregnancy oc- 
curred in 67 per cent, whereas 62 per cent 
(70 per cent Toutine) had one or more 
symptoms of depression, 47 per cent (36:7 
per cent routine) some physical symptoms, 
and 36 per cent (40 per cent routine) a 
symptom of anxiety. 

In some cases it was difficult to define 
accurately the length of history of the 
presenting complaints, episode or illness, 
Sometimes this was obvious (e.g. for as long 
as the patient had known she was pregnant), 
but in others the Pregnancy was but one 
incident in a much longer history of person- 
ality disorder or neurotic illness, Using the 
same criteria for both Broups it was calculated 
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thatthe mean length of history for termination 
cases was 2-8 months (range 1 month to 13 
years) and for routine cases 2-6 years (range 
1 month to 20 years). At the time of referral 
28 per cent of the termination cases and 
57 per cent of the routine were already 
receiving some medication; in order. of 
frequency, these were tranquillizers, night 
sedation and antidepressants, with the last 
taking second place for the routine referrals. 


Social and educational background 


As many of the termination patients were 
young girls at loggerheads with their parents 
or from a broken home, the family history 
was taken with some care. It was not, however, 
always verifiable. For comparison, similar 
histories were taken from the routine referrals. 
Some of the main findings are summarized 
in Table 3, and give a rough profile of family 
integration and stability. 

In 16 per cent the patient's mother had 
already died and in half this had occurred 
before the patient was aged 15; only 8 per 
cent of the routine referrals had lost their 
mothers and in only one instance was this 
before the patient was 15. An attempt to 
gauge the severity of any mental illness 
reported in the family was made by dividing 
them into two groups: those requiring psychi- 
atric treatment (‘treated ) and those not. The 
over-all incidence in both parents was very 
similar in both groups, but higher in the 
mothers. Relationship with either parent was 
rated on a three-point scale and over-all 
results are again similar. None of the dif- 
ferences in Table 3 reach statistical signifi- 
cance. 

The ordinal position of the patient in the 
family was also noted with particular reference 
to those which are held to lead to particular 
difficulties. Four patients in each group» 
roughly 6 per cent, were illegitimate. Other 
results are summarized in Table 4. 

Findings are Very similar in the two groups 
but there are fewer ‘youngest’ in the terms 
nation series (2.9 compared with 11:7 ed 
cent), although over-all differences are nO 
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јасан 
Table 3. Family history and relationships 
Termination cases Routine cases 
= Ar 4 ^ 
Family history No % No. % № ^ DF P 
Mother 
Dead 10 164 6 8-8 1-69 — 0:20 n.s. 
Married more than once 5 82 8 117 044  — 05013 
Psychiatric history 
E Treated Nag 46 10134 so on 1 0908 
Untreated 21 24) 
Relationship with patient 
Close 12 20 п 16-1 
Average 19 ux m 2 | 410 з 0300 
Distant 24 40 36 53 
Unknown 6 8:9 2 2:9 
Father 
Dead 10 164 12 17-6 0:04 — n.s 
~ 
Married more than once 10 164 7 103 TS — 905 
Psychiatric history а 
Treated 517 2» lo 323 029 1 Ons 
Untreated 12) 17) 
Relationship with patient 
Close p Р 14 23 14 20:6 
32:3 
Average 17 D». 178 3  070ns 
Distant 23 37:7 20 29:5 
^ Unknown 7 из 12 176 
Parents separated or divorced 16 262 16 23:5 — = — 
| Table 4. Ordinal position in family in five of the termination cases and eight of 
aM з the routine. Just under half of both groups 
Termination — reported having had a happy childhood 
г < (47.5 per cent termination and 45-5 per cent 
» Ordinal position ^ o^ No 9 routine). Exactly 50 per cent left school by 
. Only dis = r^i E: 12 kj or at age 15 in both series. At the time of 
Eldest 18 30 18 264 referral five (8-2 per cent) of the termination 
Second eldest 9 14-7 10 149 patients were university students (three under- 
(two sibs) graduates and two postgraduates) and a 
Second eldest 7 11-1 7 10:3 further seven had had a university education. 
(Other) In the routine series 10 (14-7 per cent) were 
Oungest 2 29 8 1017 university students (nine undergraduates) and 
im 4 y l 5 
Applicable 13 213 B В a further eight with a university education. 
4 Poe Dot known 
SR 61 10 68 100 


xs 


3-29; 5 d.f.; P = 0-70, n.s. 


Significant, There was a definite history of 
PSychiatric treatment in one or more siblings 


Menstrual and sexual histories 
Mean age at menarche for termination 
patients was 12-6 years (range 10-16 years) 
and for routine cases 13:0 years (range 10-16 
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years), so on this criterion termination patients 
can be said to have, on average, matured 6 
months earlier than the others. They also had 
a slightly higher incidence of premenstrual 
tension (44 per cent) and dysmenorrhoea 
(30 per cent) than routine patients (40 per cent 
and 17:6 per cent respectively) as well as 
more with regular periods (73 compared with 
66 per cent). . 

The mean age at the time of their first 


Table 5. Sexual history of single patients 


Termination Routine 
No. of cases cases 
different sexual |, ———————, ~m 
partners No. ae No % 
One only 8 333 10 40 
Two 6 253 6 24 
Three 2 B2 == = 
Four 1 41 1 4 
More than four 7 29-1 1 4 
None (virgin) — == 7 28 
Total 24 100 25 100 


Х = 13:67; 5 d.f.; P< 0-05, significant. 
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sexual intercourse was for termination cases 
19-0 years (range 14-27 years) and for routine 
cases 20-6 years (range 15-42 years). As à 
rough measure of promiscuity (without any 
moral overtones) all patients were asked how 
many different men they had had intercourse 
with during their lives. Results for the single 
patients are given in Table 5. 

Nearly 30 per cent admitted to intercourse 
with more than four different men and 33 
per cent with one only; if the virgins are 
eliminated from the routine series, then of 
those left 55 per cent had intercourse with 
only one man and only 5 per cent with more 
than four. On sheer numbers the termination 
patients were therefore more promiscuous 
than the routine and differences are significant 
(P « 0:05). None of the single girls admitted 
to any previous abortions but seven of them 
had already produced 13 illegitimate children; 
of these, five were kept and eight adopted. 
In the routine cases two of the single girls had 
had five previous pregnancies, all of which 
had ended in abortion so that they produced 
no illegitimate children. 


Table 6. Some comparative data on the married patients 


Termination cases 


(п = 37) 
Length of marriage 
Mean 9-6 years 
Range 2-19 years 
Mean age 
Patients 30:3 years 
Husbands 33:9 years 
Virgin at marriage 21 (56 %) 
Premarital intercourse 16 (43 %) 
Had illegitimate children 4 (10:8 %) 
Pregnant on marriage 5 (13:5 %) 
Unhappily married 24 (65 %) 
Poor sexual adjustment 23 (62 %) 
Infidelity admitted 12 (32 %) 
Previous abortions 9 (24%) 
No. of children 
Mean 2:6 
Range 0-6* 
Obstetrical complications 8 (21%) 


* Four had none. 


Routine cases 
(п = 43) La P 


8:3 years — 
6 months to 
23 years 
30:7 years 
33-4 years = 
23 (53:4 %) 
20 (46 %) 

49%) => 

7 (16:2 %) E 
19 (44 %) 341 « 0:05 sig. 
25 (58 9/) pe 

4 (9-3 %) 0:01 sig. 
Unknown 


$ 
| 


20 
0-7t 
6 (14%) 


T Seven had попе. 


0:82 = 0:50 п.5. 
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Married patients 

One termination patient and two routine 
had been married more than once, but there 
was a big disparity in the proportions who 
were either separated or divorced (27 per cent 
compared with 7 per cent routine). Other 
data on the married patients are summarized 
in Table 6. 

The patients' ages, their husbands’, length 
of marriage and incidence of premarital 
intercourse are all very similar in the two 
groups. Over three times as many termi- 
nation patients admitted being unfaithful (32 
Compared with 9-3 per cent; P = 0:01) but 
not necessarily resulting in the present preg- 
nancy. They also had a higher rate of poor 
Sexual adjustment (n.s.) and unhappy mar- 
Tiages (P < 0:05), The number of previous 
abortions in all routine cases was not ac- 
Curately known. Termination patients, in 
terms of children born, were relatively more 
fertile but suffered from more obstetrical 
Complications. The three most popular 
methods of contraception used, in order of 
fr €quency, were sheath, coitus interruptus and 
Pill, whilst in the routine series the pill took 
Second place. 


Present pregnancy 

At the time of the first interview the mean 

length of pregnancy was 11-0 weeks, with 
à range of 7-24 weeks. The number of the 
actual pregnancy (i.e. the woman's parity) is 
Biven separately for the married and single 
Patients in Table 7. 
_ In over 70 per cent cases in the single girls 
Ùt was their first pregnancy; for married 
Patients the peak incidence was the third and 
fourth, with another peak at the sixth. 

In eight cases the pregnancy allegedly 
resulted from a single act of intercourse, and 
s half of these this was the first and only 
n No patient claimed to have been raped, 

ЧЕ 10 per cent (four single) said they were 
under the influence of alcohol at the time. 
in 13 (21 per cent) the pregnancy seemed to 
тези from a contraceptive failure (seven 
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sheath, three cap, two pill and one loop). 
In 17 (28 per cent) patients admitted trying 
to abort themselves, 13 by taking supposedly 
abortifacient substances. 


Table 7. Parity of termination cases 


Single Married 
(п = 24) (п = 37) Totals 
Present 4AN с А 
pregnancy No. % No. ^ № » 
Ist 17 708 4 108 21 344 
2nd 5 210 2 54 7 113 
3rd — — 10 270 10 163 
4th 1 41 9 244 10 16:3 
5th = — 3 81 3 49 
6th 1 41 8 216 9 152 
7th. ES == 
8th = == 1 2-7 1 1:6 
Total 24 100 37 100 61 100 


The putative father was the husband in 
26 cases, Le. in 72 per cent of the married 
patients, but 42 per cent of the whole sample. 
In the other 35 cases they had known the 
man concerned, on average, for 18-7 months 
(range 1 night to 8 years). The mean age of 
these men was 26:3 years (range 18-50 years) 
and 20 per cent were known to be married. 
In five cases the man was of such different 
nationality that it would have shown in the 
child. In 18 (30 per cent) vomiting was com- 
plained of; eight were single and 10 married, 
with the husband being the putative father in 
five of the latter cases. If emotional factors 
are important in vomiting of pregnancy, then 
it might be excepted to be most severe in 
those who, at least for social reasons, most 
desperately wanted an abortion. But vomiting 
was only conspicuous in 33 per cent of the 
single and 40 per cent of the married who had 
conceived extramaritally. 


Medical and psychiatric assessment 
There was no significant previous medical 
history in 60 per cent of the termination 
cases and 63 per cent routine; similarly, no 
surgical history in 75 per cent and 57 per cent 
respectively. In assessing previous psychiatric 
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Table 8. Clinical assessment of intelligence and personality 
Termination cases Routine cases 
etes cg ee ^ 
E 26 No. 75 x DF. P 
Intelligence | 
i 13 21:3 29 42:6 Р 
pe | 58-7 29 es] 9-62 2 = 0-01 sig. 
12 20:0 10 14-8 

Low . Е ois ее 

Emotionally immature 26 eme | = 2 i ien х 3 
ious-obsessional 9 14- . = i 

ы i 13 21:3 25 36:7 3-68 — « 0:05 sig. 
ite cigarettes 30 50 39 57:8 0:86 — = 0:50 n.s. 

ink alcohol 
у = | 39:3 20 29:5 

Moderate 34 55:8 46 67-6 1-40 — = 0:30 п.5. 

Excessive 3 49 2. 29 J 
History of delinquency 4 65 4 5:8 
History of drug-taking 4 65 3 44 


history, note was taken whether previous 
episodes of illness, as reported by the patient, 
remitted spontaneously or were treated bya 
general practitioner or a psychiatrist. Of the 
termination group, 36 (59 per cent) had a 
positive history, and of these only six had 
psychiatric treatment, 10 recovered Spon- 
taneously and 20 were treated by a general 
practitioner. For comparison, 37 (54-5 per 
cent) of the routine series had a positive 
history with 18 having psychiatric treatment 
and 10 and 20 in the other two categories. 
Thus more of the termination patients had 
à previous psychiatric history, but this was less 
severe in the sense that proportionately fewer 
Were referred to a psychiatrist. But in 22 per 
cent (eight cases) one or more of the previous 
psychiatric episodes had been associated with 
pregnancy, this being the case in 19 per cent 
(seven cases) in the routine series, 

The clinical assessment of intelligence and 
personality is notoriously difficult, particularly 
in any quantitative form. Nonetheless, an 
attempt was made to rate intelligence, on a 
simple three-point scale, and to describe 
certain personality profiles that are commonl 
met in psychiatric practice. Results for the 
two groups are summarized in Table 8. 

Fewer of the termination patients were 


rated as of superior intelligence, hysterical or 
anxious-obsessional personalities and these 
differences are significant. Although 42 per 
cent were rated as immature, this was lower 
than the routine cases (56 per cent) but 
not significantly so. Other differences were 
slight and numbers too small to warrant 
further statistical analysis. 


Psychiatric diagnosis and recommendations 


Psychiatric labels are unsatisfactory except 
for brief statistics; they fail to convey the 
complexity of a case or in many instances the 
severity in terms of suffering and loss of 
efficiency. In most cases diagnosis is in fact 
multiple and best expressed as a short formu- 
lation, e.g. mixed neurotic syndrome charac 
terized mainly by phobic-anxiety and depres- 
Sion in an immature hysterical personality of 
dull intelligence. For descriptive and com- 
parative purposes, the predominant features 
of the clinical picture have been used to draw 
up a mutually exclusive diagnostic classifi- 
cation (Table 9), 

There were по schizophrenics or obsessional 
neurotics in either group. As indicated, the 
predominant syndrome was a depressive one» 
often with other neurotic symptoms as wel 
and in the Setting of a vulnerable personality А 
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Table 9. Psychiatric diagnosis and suicidal risk 
Termination 
cases Routine cases 
r ^ dm У 
Main diagnostic category No. ^ No. % ® DE P 
Neurotic (reactive) depression 35 57:3 45 66:1 15-04* 5 = 0-01 sig. 
Endogenous depression — — 3 44 — -— = 
Anxiety state 1 1-6 3 44 — = -— 
Hysterical personality 8 134 4 58 — — == 
Psychopathic personality з 49 7 106 — — = 
Schizoid personality -— -- 2 29 — 225 = 
Subnormality 4 65 4 58 — — = 
No psychiatric abnormality 10 16:3 
Total 61 100 68 100 — = = 
Suicidal risk 20 328 9 13:2 707 — < 0:05 sig. 
* Personality disorders combined. 
Table 10. Some characteristics of patients recommended for termination 
Termination Termination refused 
recommended (п = 28) (п = 33) 
с xm = = ` Total 
No. % No. PA (п = 61) 
(1) Civil status 
Single 6 (25 %) 21-4 180579 545  24(100%) 
Married 22 (60 %) 786 150409) 455 37(100%) 
(2) Education 
Up to age 15 18 (60 %) 642 13 (40 %) 40 31 (100 %) 
After age 15 10 (333%) 358 20(666%) 60 30 (100 %) 
(3) Intelligence 
Superior 3 (23 %) 107 10(77%) 303 13(100%) 
Average 18 (50 %) 64-2 18 (50 %) 54-6 36 (100 %) 
Low 7 (58:3 %) 250 5 (41:7 %) 15-1 12 (100 %) 
(4) Previous psychiatric histor 
Positive е . 18 (50 %) 642 18 (50%) 545 36 (100 %) 
Negative 10 (40 %) 358 15 (607) 455 25 (100 %) 
(5) Suicidal risk 
Yes 19 (95 %) 67:9 1679 30 20(100%) 
No 9 (22%) 321 320879 970 41 (100%) 


(D д2 = 698; Р = 001 sig. Q) xX = 376; 
(4) № = 0:59 ns. (5) y? = 28:88; P = 0-001 sig. 


In all termination cases the depression was 
9f neurotic-reactive type (57 per cent). When 
= three personality disorder groups (hysteri- 
м PSychopathic and schizoid) are combined 

9 one and comparisons made with the 
Other diagnostic categories between routine 


Р < 0:05 sig. (3 у: = 370; Р < 0:05 sig. 


and termination cases, differences are sig- 
nificant (P = 0-01). Nearly 33 per cent were 
regarded as serious suicidal risks compared 
with 13 per cent in the routine series (P « 
0-05). But it should also be noted that the 
second largest subgroup was that with no 
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conspicuous psychiatric abnormality (16 per 
cent). 

Termination of pregnancy was recom- 
mended in 28 (46 per cent)—all of these were 
classified as suffering from depression; in 17 
this was termination only and 11 termination 
plus sterilization. In a further two patients 
sterilization was advised after childbirth. 
Further psychiatric treatment was indicated 
in 12 cases and referral to the psychiatric 
social worker in another three. Some of the 
characteristics of those finally terminated are 
summarized in Table 10. 

From this it can be seen that of those 
terminated 21 per cent were single, 64 per cent 
had left school by 15, 64 per cent were of 
average intelligence, 64 per cent had a previous 
psychiatric history and 68 per cent were con- 
sidered to be suicidal. Apart from previous 
psychiatric history, other differences noted 
between those recommended for termination 
and those not are statistically significant. 

Another factor that was taken into con- 
sideration was degree of maternal feeling; 46 
(75 per cent) said they were (in general) fond 


of children and, of these, 22 (48 per cent) 
were terminated. 


DISCUSSION 


Some of the differences between the two 
groups can be briefly summarized as follows. 
The termination patients showed a greater 
degree of social instability, disturbed inter- 
personal relationships, sexual promiscuity, 
earlier physical maturation, more maternal 
deaths and a higher incidence of previous 
psychiatric morbidity. The majority presented 
with a mixed neurotic depressive syndrome, 
with a risk of suicide in 33 per cent. This type 
closely corresponds with what has also been 
called ‘atypical’ depression and which is now 
probably the commonest sort of depressive 
reaction seen in the puerperium (e.g. Pitt, 
19685). 

Of the whole series, termination of preg- 
nancy was recommended in 46 per cent. Pare 

(1967) also advised termination in 46 per cent 
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of his series, but the proportions of single to 
married differed from the present series. 
Clark et al. (1968) advised termination in 60 
per cent. In Cambridge in 1966 there were 
145 referrals and in 64 per cent (93 cases) 
termination was advised. It is not known how 
many of those were students. In the present 
series Oxford students were 8 per cent of the 
total (five cases); how many other cases there 
were in the Oxford area and not seen by the 
present author is not known for certain. Nor 
is it known just what selection procedures 
were used by gynaecologists or general 
practitioners in seeking psychiatric advice. 

In Arkle's (1957) earlier series there were 
22 cases, with a mean age around 31 years, 
less than 14 per cent single and 60 per cent 
had a previous psychiatric history. At the 
time of referral 26 per cent were psychotic, 59 
per cent neurotic, 11 per cent subnormal and 
4 per cent psychopathic. None were recom- 
mended for termination. The present series 
proves an interesting contrast to this: 61 
cases, mean age 26-5 years, 40 per cent single; 
59 per cent previous psychiatric history and 
at time of referral none psychotic, 16 per cent 
no psychiatric abnormality, 59 percent neurotic, 
6 per cent subnormal, 4 per cent psychopathic 
and 13 per cent other personality disorder. 
Itisa younger series with more single patients 
but with the same proportion having а 
previous psychiatric history. 

Baird’s (1967) large Scottish series is taken 
from two sources over two different periods 
of time. In 1938-47 there were 233 cases and 
10 per cent were terminated on psychiatric 
grounds but no less than 52 per cent for 
“debility and multiparity'. In 1961-3 there 
were 137 cases and 25 per cent terminated 
on psychiatric grounds, with an additional 
29 per cent for * Psychiatric and environmental 
factors and only 2 per cent for debility and 
multiparity. Few clinical details are given, 
and these rather Vague categories are not 
further elaborated, which makes comparison 
Very difficult. However, Baird (1967), Pare 
(1967), Peck & Marcus (1966) and others are 
all agreed on the rarity of any serious psychi- 
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atric sequelae (e.g. guilt reactions) following 
therapeutic abortion. 

Simon er al. (1967) studied all therapeutic 
abortions (65 cases) done over a 10-year 
period at the Jewish Hospital, St Louis; 24 
(37 per cent) were terminated on psychiatric 
grounds. Of these, 46 per cent were neurotic 
depression, 17 per cent psychotic depression, 
17 per cent schizophrenic, 8 per cent person- 
ality disorder and 12 per cent ‘other’. They 
also stress the importance of conflicts about 
Sadomasochistic impulses and feminine bio- 
logical role. Their highest category corresponds 
with that in the present series, viz. neurotic 
depression, but again highlights the relative 
rarity of psychotics. It has, however, been 
Shown recently that married schizophrenics 
suffer little deterioration in their mental state 
following childbirth (Yarden et al., 1966). On 
the other hand, the present author did not 
feel that termination was justified in any of 
his patients suffering primarily from a per- 
Sonality disorder. 

Aarons (1967) discussed some psycho- 
dynamic factors in patients referred for 
termination and pointed out some of the 
difficulties in assessing such cases, particularly 
In the light of restrictive American legislation. 

€ confirmed that most referrals were not 
Psychotic, but made the dangerous assumption 
that patients who really contemplate suicide 
do not verbalize their intentions. Particular 
Consideration (in the neurotic) should be given 
to her appreciation of the reality situation, 
effects of conflicts on her ability as a mother, 
ability to form positive object relationships 
for inferring future mother-child relation- 
Ships and her understanding of the paternal 


role in regard to the child’s as well as her 
own needs. After doubting whether an 
emotionally disturbed woman was basically 
changed in her emotional condition and 
personality as a result of pregnancy, he 
concluded with a plea for a change in the 
(American) law and stated that the only 
tenable position was for the woman to have 
free choice so that she would be free to 
explore her motives, and the emotional fitness 
for motherhood could then be given first 
consideration in a psychiatric evaluation. 


SUMMARY 


This paper is a descriptive and comparative 
study of 61 patients referred for termination and 
68 routine referrals matched for age, during a 
1-year period (1967). In the termination cases 
there were more separated and divorced, foreign- 
born, with an earlier age of menarche and start 
of sexual life. More had lost their mothers by 
death. More of the married termination patients 
(n = 37) admitted infidelity, were unhappily 
married and had poor sexual adjustment. Mean 
length of pregnancy at time of referral was 11:0 
weeks; in over 70 per cent of the single patients 
this was their first. In 21 per cent pregnancy 
resulted from a contraceptive failure. Nearly 60 
per cent had a previous psychiatric history (55 
per cent routine cases). The predominant (57 per 
cent) diagnosis was a neurotic (reactive) depression 
and 33 per cent were considered suicidal risks. 
Termination was recommended in 28 (46 per cent). 
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Pseudocyesis followed by true pregnancy in the 
termination phase of an analysis 


Bv HARRY S. ABRAM* 


Although pseudocyesis is a relatively com- 
mon psychosomatic disorder, there are few 
Case reports in psychoanalytic literature. After 
reviewing the available literature on the sub- 
Ject, this paper presents a case in which a 
Patient developed transient pseudocyesis, 
followed by true pregnancy. It discusses the 
Meaning of these two events occurring at the 
termination phase of the patient's analysis. 


REVIEW OF THE PSYCHOANALYTIC LITERATURE 


Psychoanalytic literature contains sur- 
Prisingly few references to pseudocyesis. From 
a historical viewpoint the first case occurred 
With Fraulein Anna O., although Breuer fails 
actually to mention it in his reporting (Breuer 
& Freud, 1893). He notes at the termination 
of her treatment: ‘She left Vienna and travel- 
led for a while; but it was a considerable time 

efore she regained her mental balance 
Entirely.” However, in a footnote Strachey 
(Breuer & Freud, 1893) comments: 

When the treatment had apparently reached 
3 successful end, the patient suddenly made 
manifest to Breuer the presence of a strong 
unanalysed positive transference of an unmis- 
takably sexual nature. It was this occurrence, 
p believed, that caused Breuer to hold back 

Publication of the case history for so many 
years and that led ultimately to his abandonment 
Of all further collaboration in Freud’s researches. 


Jones (1953) elaborates on the matter as 
Ollows: 


to bes patient, who according to him had appeared 
allusi an asexual being and had never made any 
treat 9n to such a forbidden topic throughout the 

Ment, was now in the throes of a hysterical 


* " . : 
of Associate Professor of Psychiatry, University 


, 'IrBinia School of Medicine, Charlottesville, 
Irginia, 


childbirth (pseudocyesis), the logical termination 
of a phantom pregnancy that had been developing 
in response to Breuer’s ministrations. Though 
profoundly shocked, he managed to calm her 
down by hypnotizing her, and then fled the house 
in a cold sweat. The next day he and his wife 
left for Venice for a second honeymoon, which 
resulted in the conception of a daughter; the 
girl born in these curious circumstances was 
nearly sixty years later to commit suicide in New 
York. 


Freud (1925), in his autobiographical study, 
writes: 


But over the final stage of this hypnotic treat- 
ment there rested a veil of obscurity, which Breuer 
never raised for me; and I could not understand 
why he had so long kept secret what seemed to 
me an invaluable discovery instead of making 
science the richer for it. 


Groddeck (1923), in his fascinating The 
Book of the It, states: 


I know a lady—she too is one of those child- 
loving women who are yet childless because they 
hated their mothers—who for five months missed 
her menstrual periods; her body swelled and her 
breasts, and she believed herself to be with child. 
One day I had a long talk with her about the 
connection of worms with the idea of birth, 
exemplified in the case of a mutual friend. On 
that same day she expelled a worm, and during 
the night she started her period, and her body 
subsided. 


In 1935 Briehl & Kulka reported a case of 
psychogenic pregnancy. The patient, a 30- 
year-old missionary, during the course of an 
analysis, secreted breast milk (confirmed 
microscopically and chemically) and experi- 
enced several episodes of pseudocyesis. 
Briehl notes: 


In this period of retching and belching there 
was repeated pseudocyesis, especially on those 
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occasions when her oral symptoms were era 
Her abdomen was distended and she groane 
about the distress she had. It was unmistakably 
a fantasy, an experience of an oral pregnancy. 


Deutsch (1945) summarizes common factors 
in four women with pseudocyesis: 


1. There was an ambivalent attitude toward 
the fact of pregnancy: a simultaneous wanting 
and not wanting it, a wish for a child, and the 
fear of its realization or its inner prohibition. 

2. The wish for pregnancy did not derive only 
(or chiefly) from the yearning for motherhood, 
but from secondary motives, usually of an agres- 
sive, hostile character. The unconsciously expected 
disappointment was intended to gratify these 
secondary motives. 

3. Sometimes, or perhaps always, a self- 
punishing intention was fulfilled in addition to 
the aggression. 

4. The simultaneous knowledge and refusal to 
know that the pregnancy was an illusion were 


expressed in all our cases by the rejection of a 
medical examination, 


She concludes: 


Much in the psychic behavior accompanying 
pseudocyesis reminds us of pseudology: a lying 
fantasy is pushed to the fore in order to deny 
and avoid a more dangerous truth. The intensive 
character of the fantasy produces in the liar, just 
as in our Symptom-forming women, a feeling of 
uncertainty: ‘Is it true or not?’ The triumphant 
feeling of deceiving others often seems in both 
the pseudologists and the pseudo-pregnant women 
to assume the character of revenge: *This time 
not I am the deceived, but you.' The perception 


"What I am pretending here is quite false’ serves 
in both for self-punishment, 


We have seen that some women 
pregnancy and that others indulge in t 
that spurious pregnancy is real. Al 
women fear the objective truth becau 
motherhood is the victim of a conflict between 
wanting and not wanting it, between wanting it 
and being unable to achieve it, between the wish 
and the fear, the inner command and the inner 
prohibition. In brief, in all these cases external 
and internal difficulties prevented the consoli- 
dation of a motherly ego. 


deny real 
he illusion 
1 of these 
se in them 


An interesting phenomenon related to 
pseudocyesis is the development of false 
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pregnancy in men or the so-called 'couvade 
syndrome' (from the French couver meaning 
‘to sit’, ie. on eggs). Reik (1931) describes 
in depth the cultural and psychoanalytic 
aspects of couvade. He discusses several un- 
conscious factors involved in the process, the 
first being the role of identification with the 
pregnant wife: *It is clear that the practice 
of couvade rests upon a psychical identi- 
fication.’ He also notes the role of ambiva- 
lence and hostility: 


It is now clear why the men who carry out 
couvade allow themselves to be treated as though 
they were ill and miserable: it is as though я 
had actually suffered the pains which they ha 
wished for their wives, making no distinction 
between wish and reality. 


" 5 а а 
Continuing, he adds sexual repression an 
sadism as other factors: 


A man has no sexual intercourse with his pos 
when she is far advanced in pregnancy and 4^ 
increased helplessness through her condition И 
а constant temptation to him. On the other han >. 
superstitious fear prohibits having sexual стей 
course. His inhibited libido joins itself to tio И 
inborn sadistic instinctual components which ict 
Woman's condition brings to the fore and in tu " 
into latent hate against her. Wicked desires es 
awaken towards the pregnant woman for wor 
body the man longs and which is forbidden 
him. 
Reik comments that Karl Abraham treated 
‘a male hebephrenic. . .[who] passed Hore 
а fictitious pregnancy when 15 years O'** 
Which very closely resembled a real опе”. Я 

Groddeck (1923), а few years earlier, wrote" 


А man I know told me that on the night before 
his wife’s accouchement heattempted ina peculi? 
Way to transfer to himself this (in his view 
tormenting experience, He dreamed, that is to 527» 
that he himself bore the child—a dream in aven 
detail resembling what he had seen happen ps 
the occasion of Previous births, and waked uP id 
the moment when the child came into the be 
to discover that he haq produced, if not а ch! ^: 
still Something warm with life, which he h? 
never before done since the days of boyhood. а 
Now that was only a dream, but if you lis u 
to the talk of your men and women friends, Y° 
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will discover to your astonishment how common 
it is for husbands, grandmothers, or children, to 
Carry out at the same time in their own bodies 
the childbirth which is taking place in the family. 


More recently, Evans (1951) reported a case 
of simulated pregnancy in a male patient 
undergoing analysis: 

The pregnancy that he dramatized during the 
following sessions was a fusion of his wife's 
Pregnancy of some years previous and, much 
More important, his mother's last pregnancy 
Which had occurred when he was seven years old. 
During the first stage of his wife's labor he had 
lain on the bed with her, imitated all her move- 
ments, and it was his boast that his groanings 
Were only a split second behind hers. It was 
almost a description of primitive couvade. 


'THE PATIENT 


_ The patient, a married housewife and artist 
in her 30s, presented herself with symptoms 
of anxiety, depression and sexual frigidity. 
e addition she had obsessive thoughts of 
killing her 4-year-old daughter, feelings that 
People did not like her, a need for perfection, 
Outbursts of uncontrollable temper and a 
fear of cancer, She had been receiving psycho- 
analytic treatment elsewhere for more than 
years. Her symptoms during her former 
analysis were similar, though more intense 
than those she presented to me. When she 
230 Sought treatment with me, she spoke of 
anxiety and especially of depression as being 
Painfully severe. These depressives bouts had 
decreased significantly by the time she actually 
egan treatment with me, and her anxiety, 
о sessiveness, temper tantrums and cancer 
Phobia had lessened. Sexual frigidity was her 
most prominent symptom at that time. She 
ей early in the analysis: ‘I don't seem 
© think ГП solve the sex problem. . . The only 

Problem is sex. . Our sex life is so barren.’ 
"es was noted to bean attractive, somewhat 
аба and inhibited person, who intellectu- 
that her conflicts excessively. She stated 
mar her symptoms had begun after her 
afte Паре апа had become increasingly severe 
Т the birth of her daughter a year later. 
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She complained that her husband was distant, 
cold and unloving. Their sexual life had come 
to a standstill with no sexual relations in the 
past year. 

The patient’s childhood memories revealed 
a severe deprivation of warmth and affection. 
Her father, a travelling salesman, had been 
home little and frequently out of work. She 
described him as a ‘troubled person’ with 
many psychosomatic symptoms. An uncle 
told her he was ‘one of the most moral men 
he had ever known’. He was inhibited and 
‘against sex’. She remembered his leaving 
home frequently on his sales trips and her 
having fantasies on those occasions of his 
deserting his ‘wife and children as we weren’t 
interesting enough...he wanted to go away 
from us.’ She noted: ‘I don’t remember his 
departures as well as his homecoming and 
the excitement.’ Some months before his 
death he had a ‘stroke’. At that time she 
remembered thinking: ‘I just want him to 
live.’ He died the day she graduated from 
college. She spoke of severe grief after his 
death: ‘The pains I had. . .I was bawling. . .it 
was so sad.” In addition she felt guilt over his 
death and wondered if in some (magical) way 
her graduation could have ‘caused his death’. 
The mother was described as a ‘neurotic, 
strange, little and unfeeling woman with many 
fears’. 

The patient was the second of three 
daughters. One sister was two years her elder 
and the other 14 months younger. She stated 
that both were happily married and living 
near the mother. She thought of them as 
always being ‘prettier’ and more fortunate 
than she. As a baby she was ‘sickly’ with 
many ear infections. She was told that she 
was weaned at five months when her mother 
became pregnant with her younger sister; at 
10 months she was hospitalized for a tonsil- 
lectomy and adenoidectomy. Her mother often 
told her that she ‘almost died’ at that time. 
At the age of 11 or 12 she became relatively 
incapacitated (‘I couldn’t do anything’) with 
what appears to have been a childhood ob- 
sessional neurosis and depression. She did 
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poorly in school and obsessively counted 
cracks on the sidewalks and figurines in the 
church she attended. Describing herself at 
this age as a " beady-eyed little girl Wilio; in 
addition to the ‘ritualistic movements , had 
such symptoms as hypochondriacal concerns, 
vomiting while at school, thoughts that 
‘everyone would hate me’ (due to her neurotic 
complaints), she assumed that she was crazy 
because of the wrath of God’. At that time 
she talked with a child psychiatrist, but only 
on one occasion. She was told nothing of his 
recommendations. The visit was a ‘mystery’ 
to her, and retrospectively she thought she 
had been ‘condemned to the life of a com- 
pulsive’. Her family physician suggested that 
she leave home to stay with a maternal aunt. 
After staying with the aunt for a year, her 
symptoms receded, and she returned to her 
home. Her memories of the aunt were fond 
ones: *She was able to love те’ 


She graduated from а small local college, 


eturned to 
obtain a master's degree and to teach. While 
er husband 
lowing year 
birth to her 
r the birth of 
delivery as 
the depres- 


My initial formulation Was that of an in- 
hibited, depressed and emotionally deprived 
Woman. Her major conflict related to her 
frustrated wish for her mother's love and her 
deprived background, i.e. her distant, unloving 
mother, her early competition for the mother 
with the younger sister and her early illness 
and her hospitalization, Her mother appeared 
unable to extend Warmth, love and affection 
toward the patient because of her own 
neurotic conflicts. The patient had feelings of 
being unloved, unwanted and inferior. The 
father remained a shadowy but, in some ways, 
à warmer and more loving figure. Actually 
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she expected more of a mothering than | 
genital sexual relationship with her husband, 
whom she described as not sexually assertive 
and quite passive. On one occasion she E 
"He's a frigid man.’ It appeared difficult v 
her to express her feelings for fear of loss © 
approval and whatever minimal worm 
she still possessed. Likewise she repressed he 
sexuality and femininity. . 
The patient grew up in an atmosphere е 
Which sexual topics were strictly taboo an 
Which associated sexual matters with excretion 
and dirt. She described the genital area : 
"that region of the body which is dirty a 
unmentionable’. She also felt that women асе 
not been truly emancipated and were place 
in a subservient position to men. Early in the 
analysis she remarked ‘a woman is at : 
tremendous disadvantage in the biologica 
role of a wife and mother. She has to do E 
wash and dirty, mindless jobs. Even as a Га 
her toys—dolls—aren't as interesting. denn 
stuck with this menial role of being wife an 
mother.’ She felt that having children ae 
vented her from going further with her we 
Work and women in general from being ^ 
‘creative’. Once she commented: ‘You can Е 
be ап artist and have а family.’ Many of he 
unresolved conflicts in the areas of sexuality; 
anger and deprivation were accentuate 
through her move and the change of analysts- 


COURSE OF ANALYSIS 

As noted earlier, at the time the patior 
commenced analysis with me, she had a we 
Over 2 years of analysis and symptomatical 7 
she felt much improved. She no longer Ва 
severe protracted bouts of depression à 
anxiety. However, Obsessive thoughts of w 
daughter's dying, and particularly the "irit 
of any sexual relationship in the marriag® 


а С e 
Were her main concerns at the time of th 
change. 


She expressed cons 
as sexual, feelin 
She spoke of 
silence, on Occasi 


iderable negative, as um 
5$ toward her former ud. 
Painfully long periods m 
Ons lasting the entire analy 


vw 
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hour, and embarrassing sexual fantasies about 
him which she suppressed and could not 
discuss with him. In spite of or, more 
accurately, enhanced by his *coldness', she 
found him sexually alluring and forbidding 
CI had sexual strivings for Dr D. It was a 
messy transference, a dreadful feeling’). She 
looked upon his formality and silence as 
indications of his being ‘strong’ and ‘exotic’, 
which to her connoted sexual prowess. The 
sexual fantasies about him also contained an 
clement of sadism: ‘They were raging, stub- 
born silences. I thought he hated me.’ In her 
associations she related these feelings to the 
rejecting mother. In contrast to the cold and 
Tejecting mother as represented by the first 
analyst, I became the warmer, more approach- 
able father and the wished-for mother. With 
Progression of the analysis, more amorous 
and oedipal feelings toward me, as well as 
negative feelings, became evident. However, 
She did not verbalize the strong eroticized 
transference as she had experienced with the 
first analyst. These feelings remained latent 
until they dramatically manifested themselves 
in the development of the pseudocyesis and 
the pregnancy as discussed later. 

Problems dealt with during the first months 
and recurring at various times during the 
remainder of most of the analysis included 

ег sexual inhibitions, anger toward her 
husband and men in general and obsessive- 
hostile thoughts involving the daughter and 
а need to become so involved in civic activities 
that she neglected her art work and family. 
As she worked through her hostility toward 
тај daughter, especially as it related to her 
hostility toward her mother, loving feelings 
and concern for the child emerged. The marital 
Sexual relationship gradually improved with 
Sexual intercourse being resumed on approxi- 
i | a weekly basis after the year’s absti- 

ce. Although her husband remained aloof, 
(н had some decrease in his anxious state. 
€ became involved in a term of brief psycho- 
ber during her analysis with a local 
oe with some benefit.) Prior to 
Ming sexual relations with her husband, 

17 
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she experimented briefly with clitoral mastur- 
bation with some pleasure and lack of guilt. 

She continued to be active in civic affairs 
but was able to devote more time to her 
family and her art work. (At completion of 
her analysis she was planning an exhibition 
of her work.) She became less inhibited 
sexually (‘I’m more sexually alive’) and in 
her appearance. Although not completely 
satisfactory, as noted earlier, she and her 
husband were having sexual intercourse 
relatively frequently. With improvement in 
the patient’s sexual, family and working life, 
the patient and I mutually agreed upon setting 
a termination date. 


Termination: development of pseudocyesis 
followed by true pregnancy 

Following the initial setting of termination, 
the patient became preoccupied with thoughts 
of being pregnant and finally became con- 
vinced that she was. (Several months prior 
to the discussion of termination, the patient 
and her husband had both expressed wishes 
to have another child, but she was unable to 
conceive). Her menses ceased, and physical 
sensations occurred in her breasts and abdo- 
men similar to feelings she had noted with 
her first pregnancy. She associated her feelings 
about the pregnancy with the separation 
involved in terminating the analysis, remark- 
ing: ‘You wouldn't desert me if I were 
pregnant’ and “І just can't terminate now... 
This pregnancy thing is just a gimmick to 
hang on.’ Positive feelings toward me became 
more open. The baby became associated with 
my giving her something of myself as a 
*going-away present’. On one occasion she 
stated: ‘Га like to have you around a lot... 
[have warm feelings for you. . . look for you 
at places [I visit] and think of you as attractive.’ 
On another occasion she said: ‘After my 
analysis, there will be no D. [the first analyst}, 
no Abe [her name for me], just Robert [her 
husband]; how empty my life will be.” How- 
ever, she also associated the pregnancy with 
an increase in her feelings of affection for her 
husband. She dreamed of ‘a big baby, well 


Med. Psych. 42 


260 


formed and with big eyes" and attributed to 
the baby the characteristics of both herself 
usband. 
cim on two menstrual periods, she 
consulted her gynaecologist, who told her 
she was not pregnant. She menstruated later 
that month, expressed feelings of both relief 
and depression, and wondered x she were 
going through ‘the change of life’. The next 
month she commented: ‘I’m late with my 
period again’ and again she became convinced 
she was pregnant. At the time of her termi- 
nation she was indeed pregnant, as confirmed 
by her gynaecologist. She was somewhat 
frightened of stopping her analysis while 
pregnant but wanted to keep the termination 
as scheduled. 

In general she appeared brighter, less in- 
hibited and more satisfied with her life, Her 
last dreams, Teported several days prior to 
termination, describe well some of her feelings 
about the analysis, the pregnancy and termi- 
nation: 

1. There was somethin 
spirits to the earth. Peo; 
seeing these spirits des 
little boys. One of the 
lad who was half grow: 


5 about visitation of 
ple were looking up and 
cending. The spirits were 
m came to me. He was a 


n. We took a long journey 
during which we talked a lot. I was conscious of 


great affection for this boy. There was some sort 
of bond between us, I said: “But you're Teally far 
away from me, aren’t you.” He said: ‘Yes, there 
is a vast distance,’ but the bond still remained 
and [the Possibility] that he might be born some- 
day into this life, 
It was a nice dream, There was life in it. I sup- 
pose this spirit fellow is you. 
2. I dreamed of psychiatrist. , 
three of them. I was in this group talking to 
them. It was a towering rage and I wanted to 
express it. But then the younger analyst got 
talking about himself. , . something about atheism 
and psychiatry. . The third one didn't say any. 
thing. He was shadowy and larger [associated later 
with father]. The younger one and I started to 
dance. I thought to myself he's sort of clumsy. 
But then D. and the other one left. I realized the 
younger one was a wonderful dancer. He whirled 
me around and around and took me off my feet 
-.. You must be the dancing analyst, 
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DISCUSSION 


There are many facets of interest in this 
patient's analysis; however, I have Ha aile 
discuss her development of transient pseu » 
cyesis followed by true pregnancy in isa 
termination phase primarily because of th 
infrequency with which pseudocyesis E 
reported in the psychoanalytic literature. T г 
only cases cited are: Anna О. (Breuer à 
Freud, 1893), lactation in a virgin (Briehl 
Kulka, 1935), and simulated pregnancy in 8 
male (Evans, 1951), apart from Deutsch’s 
(1945) four patients. Of course, there may = 
many unreported incidents, and there = 
several excellent reviews of the subject with 
case reports in the psychosomatic u 
(Barglow, 1964; Bressler et al., 1958; en 
et al., 1960; Moulton, 1942; Schopbach ега 1 
1952). Bivin & Klinger (1937), in their mos 
comprehensive study, note 444 reports up a 
that time (the earliest being that of Hippo 
crates, who described ‘women who appeare 
to be pregnant without being so’ in 300 Baal 
The most common themes relate pip a e 
to the following: wish fulfilment; orality (t s 
unconscious equation which exists kao 
cating and becoming pregnant—Feniche ; 
1945); penis envy (with the equation of M 
and ‘child’—Abraham, 1920); ambivalenc? 
toward wanting and not wanting the preg 
nancy; a desire to secure the husband's waning 
affection and to bolster a faltering marriage: 
a desire to prove the ability to conceive ай А 
become а complete woman; a need to effec 
self-punishment and to appease guilt feeling? 
arising from aggressive impulses; and separa 
tion experiences. 

My second purpose 
patient's developing pseu 
it to transference ma 
termination Phase a Е 
true pregnancy at the time of termination 
The pseudocyesis of the patient presented es 
this paper brought to the fore transferene 
manifestations Which, in certain respects, Wel 
dormant prior to the discussion of terminatio" 
The patient remarked at the beginning of he 


" " e 
in discussing i 
docyesis is to “en 
nifestations in t 


f 
nd the development 9 


У 


Pseudocyesis 


analysis with me: *After we get delving deep 
I will be disturbed. I resist your turning into 
my mother and father. It’s so painful.’ As 
noted, I was seen during the majority of the 
analysis as a relatively non-threatening figure, 
Who represented the warm, more under- 
standing albeit frequently absent father and 
also as supplying the love which the patient 
had not received from the mother. These 
feelings contrasted with the highly sexualized 
transference dominating her former analysis. 
There the patient had multiple sexual fantasies 
about the first analyst, which she found 
difficult to express and which led to long 
Periods of silence. Although she did not 
Speak of sexual fantasies with me, the pseudo- 
Cyesis on one level represented the desire for 
me (the father) to impregnate her. The father 
transference in this sense shifted from a 
Maternal’ one to a more open oedipal 
relationship. As this shift occurred, the patient 
Was able to discuss with me her sexual feelings 
at an oedipal level. It turned out that I was 
Not the innocuous figure (the father who was 
often away on trips) she imagined, and that 
She had desires for her father at a genital level 
as well as wishing him to supply the love and 
affection which she did not obtain from the 
Mother, Comparing me with her first analyst 
She said: “You give more of yourself", а 
Statement having meaning at both the oral 
and phallic level. It is of interest that the year 
ollowing the termination of her analysis, she 
Sent a Christmas card with the following note: 
i son, James, is marvellous.’ The message 
as understood as implying that the son was 
bud (ie. I was the father) and that not 
"ly did she have a baby, she now had 
(а boy With) a penis. 

At another level the pseudocyesis became 
Eras involved with separation anxiety. If she 
жар Pregnant she would have to stay In 
the CEN as she could not *cope' alone. Thus 
sta alse Pregnancy represented ‘a reason’ to 
the in analysis and, thereby, not go through 
про pangs of separation. She also looked 
dires becoming pregnant as a *going-away 

Sent’, a gift from me or a part of me 
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which she could take with her to relieve the 
separation anxiety. Several months prior to 
discussing termination, she experienced mild 
symptoms of separation anxiety before going 
on a brief trip to the mid-west to visit her 
mother. During the analytic hour before the 
visit she commented: ‘I wish I could put 
you in a suitcase and take you along with me.’ 
Barglow (1964) comments: 


Female castration anxiety analogous to that of 
boys is not considered to be an important dynamic 
force (Fenichel). Its role is taken over by fear of 
loss of love and fear of genital injury. According 
to this formulation, the later fear of losing the 
capacity to bear a child would be intimately 
linked to earlier fears of the oral period such as 
fear of loss of love, fear of loss of body integrity, 
or fear of loss of sexual identity. In this way the 
reproductive function is closely connected to 
separation phenomena early in life. 


The patient presented much evidence for 
early experiences of maternal deprivation and 
separation related not only to the mother’s 
neurotic conflicts but to the patient’s illness 
as a baby. As noted she was told she ‘almost 
died’ from ear infections and pneumonia and 
was hospitalized because of these illnesses at 
ten months of age. During her hospitalization, 
her mother apparently did not stay with her 
and visited infrequently. When the patient 
asked her mother many years later the reasons 
for her not staying with her or visiting more 
frequently, the mother (revealing in a typical 
fashion her unfeelingness) stated that she 
had not thought it necessary and did not 
know ‘why it should worry’ her so! The 
pseudocyesis, therefore, also symbolically 
represented her fear of separation from the 
analyst as the mother. She had experienced 
separation feelings more openly upon leaving 
the first analyst; on that occasion she ‘cried 
and cried’. 

The patient’s actually becoming pregnant 
after the episode of pseudocyesis and co- 
inciding with termination is of interest. She 
and her husband, in spite of their desire for 
another child and their having not used 
contraceptives for several months, were unable 
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ive until after the period of pseudo- 
imis 86 wonders if the transference on 
flicts, ambivalence toward the daughter c 
husband, and penis envy were resolved và the 
point that she was physiologically able to 
become pregnant. Concerning penis a ae as 
noted by Abraham (1920), the wish ог a 
child can replace the frustrated wish for a 
penis (‘The little girl now cherishes the hope 
of getting a child from her father as a sub- 
stitute for the penis not granted her, and this 
again in the sense of a gift"). The patient, 
aside from working through her penis envy 
to the point that she was able to be less 
envious of men and more comfortable with 
her role as mother and artist, may have 
symbolically used the pseudopregnancy as 
representative of an illusory penis. As such, 
the illusory penis supported her during the 
phase of separation anxiety; the true preg- 
nancy then occurred only after working 
through some of her separation conflicts. Her 
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final dreams perhaps corroborate some Ss 
these impressions. Looked upon in d 
fashion the pseudocyesis served a uses à 
function in helping her work through — 
ference feelings in a way she had not E 
able to do until termination was discusse 

and become a reality. It became, as it were, 
a transition between sterility and fertility. The 
analyst served as a bridge (or perhaps [C 
a type of transitional object) between я 
patient and her father, mother and husband. 


SUMMARY 

This paper reviews the psychoanalytic паат 
on pseudocyesis and presents the analysis ayy 
patient who developed pseudocyesis с Дете ка 
а true pregnancy in the termination phase o сн 
analysis. It discusses the pseudocyesis and ad 
nancy in light of the transference igo qmd 
as they unfolded at the time of beer d 
Oedipal feelings and separation anxiety rela 
to maternal deprivation were prominent. 
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Manifestations of ‘hysteria’: phobic patients 
and ‘hospital recidivists’ 


By A. D. FORREST* 


In a previous paper (Forrest, 1967) an 
attempt was made to distinguish between 
hysterical personality and hysterical psycho- 
pathy. Reviewing the protocols of the 21 
Subjects categorized as ‘hysterical personality’, 
it became obvious that phobic anxiety was 
One of the favoured modes of presentation. 
It was decided to examine those patients who 
Presented as adults with phobic symptoms to 
See what proportion were classifiable as 
hysterical personalities, and to ascertain the 
Patterns of childhood, sex, work and illness. 

hile the project was under way, another 
Problem demanded attention, that of a group 
of "hospital recidivists’ who were contributing 
disproportionately to the admission statistics. 
t Was decided to gather similar data on these 
Apia to use them as a contrast group, and 
9 ascertain what proportion fitted the cate- 
T 9f hysterical psychopathy as previously 

escribed (Forrest, 1967). 
S ees (1924) first described phobic anxiety 
Šk Suggested that, on the basis of anxious 
н pectation, two groups of clinical phenomena 
5 Pear: (i) phobias related to common psycho- 
iran dangers, i.e. fear of snakes, thunder- 
ð me etc., and (ii) phobias relating to 
motion, characterized by agoraphobia in 
all its forms, 
"n distinction between personality and 
(19. т in this field was made by Bowlby 
cofam, P. 5), who comments: ‘The phobia 1s 
ment only far less important than the total 
al state.. > 
5 a (1965, p. 83) discusses phobic 
lt w n several papers and states: 
Ould seem that the phobia in general differs 


TO: e 
Sings hysteria with closer relationship with 
* 
Plac, The Royal Edinburgh Hospital, Morningside 
е, Edinburgh 10. 


the obsessional neurosis. . . Among those patients 
who suffer from phobias there are some who in 
their personality as a whole have a definitely 
hysterical, and others again who have a more 
obsessional character. 


Fairbairn (1952, p. 43), discussing the stage 

of transition between infantile and adult 
dependence, states: 
During this period, accordingly, the behaviour 
of the individual is characterized both by des- 
perate endeavours on his part to separate himself 
from the object and desperate attempts to achieve 
re-union with the object...It is in the conflict 
between the progressive urge toward separation 
and the regressive lure of identification with the 
object that we must look for the explanation of 
the phobic state. 

Asch (1966) discusses pregenital determi- 
nants, both oral and anal, and emphasizes 
the link-up with agitated depression. 

Salzman (1965) notes the overlaps between 
phobic states and obsessive-compulsive neu- 
roses. 

‘Hospital recidivists’ is a term coined by 
the author for patients who repeatedly and 
at fairly short intervals seek admission to the 
psychiatric clinic. Part of the lore of penology 
is the idea that people tend to go to prison 
once and never again or six times and for 
ever. Once is enough to put most citizens on 
the path of virtue, six times is enough for 
other citizens with different dependency 
problems to ensure recidivism. In mental 
hospitals similarly (though this is conjecture 
based on limited experience) there seem to 
be patients who come only once and others 
who come twice a year. Excluding psychoses, 
it is apparent that one is dealing with a 
particular population resembling the ‘зуп- 
drome of hospital addiction’ (Barker, 1962) 
but not identical with it. 
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MATERIALS AND METHODS 


The author's personal records (i.e. referring 
to patients treated personally, as opposed to 
other patients referred to the author's new- 
patient clinic but whose treatment was under- 
taken by some other member of the team) 
for the years 1961-7 were scrutinized. Forty- 
one patients were located whose presenting 
symptoms were phobic. Scrutiny of the 
records of current out-patients revealed an 
additional four patients whose main symptom 
was phobic anxiety. A detailed schedule was 
constructed to embrace childhood experience 
(deprivation, bereavement, neurotic illness, 
etc.), family history, work history, adult 
illness history and sexual adjustment. 

The ‘hospital recidivists’ were located from 
a list already prepared for administrative 
purposes of patients with a history of very 
many admissions, and about whom there 
was doubt as to whether further hospitali- 
zation would be beneficial or harmful. 


DISCUSSION OF RESULTS 


Tables 1 and 2 show distribution by sex 
and age for the phobic patients and the 
recidivists. The phobic patients are essentially 
older women as Opposed to the recidivists. 
Marital status (not shown in the tables) dis- 
criminates between the groups: 66 per cent 


A. D. FORREST 


of the phobics are married, while only s 
per cent of the recidivists (i.e. three out of 
recidivists). Thus the groups differ ignes) 
in age and marital status, but not in terms о 
ordinal position, childhood deprivation, etc. 
(see Table 3). The large number of phobics 
who were brought up largely or completely 
by grandparents is interesting. (See eee 
description of ‘the dominant matriarc 
syndrome'; Clarke, 1967.) So also 5 the 
relative absence of childhood deprivation for 
the recidivists (deprivation was defined in the 
Schedule as gross absence from parents: 
fostering, rearing in institutions). On the 
other hand, three of the female recidivists 
were illegitimate, and three of these 12 girls 
had illegitimate children of their own (not the 
same three; in one case the patient was 
illegitimate and had two illegitimate ат 
herself). By contrast, none of the pen 
group was illegitimate, but one girl had p 
an illegitimate pregnancy, terminated © 
sychiatric grounds. " 
R Tn Table 4 the incidence of psychiatric 
illness in a first-degree relative shows a pi 
contrast between the groups; it was ift 
role of being a patient was not a nag 
one in the families of the recidivists. e 
regards the other (psychopathic) factors; Le 


Table 2. Analysis by group and age 


Phobic Hospital | 
Table 1. Analysis by group and sex Age-group patients recidivists Tota 
16 
Catena Femal 20-29 8 8 
i g ry emale Male Total 30-39 18 8 26 
Phobic patients 7 в 4s 40-49 8 0 8 
Hospital recidivists 12 4 ү 50-59 п 0 1 
Total 9 р а Total 45 16 s 
Table 3. Analysis by group and childhood experience 
Youngest Brought up 
Oldest or only Childhood Бу grand- 
Category child child deprivation parents 
Phobic patients (n = 45) 14 4 5 
Hospital recidivists (п = 16) 6 2 1 


Total 


20 6 6 


а 


Phobic patients and ‘hospital recidivists’ 
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Table 4. Analysis by group and social pathology 


Factors 
Family history + ve. (Ist-degree relative) 
Hospitalization ( x 4 or more) 
Suicidal attempts 
Criminal record 
Drug/alcohol problem 
Numerous jobs (i.e. > 10) 
Total 


repeated hospitalization, suicide attempts, 
criminal record, drug problems and high job 
frequency, the recidivists score high (the 
differences between groups on all these factors 
are significant at the 0-05 level). 

In short, the recidivists are all hysterical 
Psychopaths in terms of the previous definition 
(Forrest, 1967), with one patient complicated 

Y borderline intelligence (IQ 80), but as she 
se been to an ordinary school and had 
held competitive jobs it was felt that the 
Personality problem was the significant factor. 

What about the phobic patients regarding 
азан as opposed to illness? In the 
ái. of 40 subjects the personality was con- 
t ered to be hysterical, again as defined in 

€ previous paper (Forrest, 1967). In two 
on there was evidence that the illness 
E d best be thought of as a depressive 
ome although phobic symptoms were the 
te ee complaints. The personality in the 
Кона Of these two subjects seemed to fall 
Бн "ur the normal range. In three cases the 
Sonn ying personality was frankly obses- 
of der and the illness showed an admixture 

oo and phobic features. . 
и can conclude this part of the dis- 
Were 4 by saying that all the 16 recidivists 
and a) CRM as hysterical psychopaths, 

out of 45 patients presenting with 


hobi 1 
aes Symptoms were classifiable as hysteri- 


ersonalities, 

Teha 3 some other social and clinical 

Patients 4 ich discriminate between the phobic 

bac nd the recidivists are listed. * Medical 
Sround? means that the patient is а 


Phobics Recidivists 
(п = 45) (n = 16) Total 
14 1 15 
1 14 15 
1 12 13 
0 10 10 
1 п 12 
0 12 12 
17 60 77 


Table 5. Analysis by group, ‘medical back- 
ground", 'special patient status’ and simulation 
of schizophrenia 

Phobics Recidivists 


(п = 45) (п = 16) Total 
Medical 4 6 10 
background 
Special patient 2 10 12 
status 
Simulation of [U 6 6 
schizophrenia 
Total 6 22 28 


doctor, nurse or medical secretary, or that 
the patient's father was a doctor. (One ex- 
ception was W., whose father was a senior 
porter in the infirmary and whose childhood 
was dominated by medical themes to an even 
greater extent than if he had been a doctor's 
son.) ‘Special patient status’ refers to the 
role or social status that the patient expects 
or creates for herself in hospital. Pointers to 
this status are when an admission is preceded 
by personal phone calls from a senior con- 
sultant or when notes arrive unheralded from 
other hospitals. The special patient always 
expects to be looked after personally by 
the senior consultant, and is nearly always 
the subject of staff disagreement. The relation- 
ship between the referring doctor and the 
special patient is interesting—a complemen- 
tary satisfaction of *omnipotence-dependency" 
needs marred by underlying hostility that 
the doctor neither can keep his patient nor 
yet lose her to the hospital. Four phobic 
patients (8 per cent) had a medical back- 
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ground, while six recidivists (37:5 per e 
were in this category. Similarly, мө puobue 
: e special patients, 
patients (4 per cent) wer и: 
while 10 recidivists (62:5 per cent) а cal 
this at one point at least in their hospi a 
career. The other factor which discriminate: 
even more clearly between these Бхоцрэ Was 
the ‘simulation of schizophrenia „ће. when a 
patient produced schizophreniform symptoms 
which the staff and other ренина quite 
sure were 'pretend symptoms . Patients 
seemed to need two to three hospital exposures 
to achieve this level of nosological sophisti- 
cation. It should be made clear that psycho- 
pathic patients do sometimes have psychotic 
episodes (in terms of Fairbairn (1932) and 
Szasz (1961) they are lacking in internal 
objects in an analogous manner to the schizo- 
phrenic), and Mallett & Gold (1964) have 
drawn attention to the pseudo-schizophrenic 
picture manifested by some severely disturbed 
hysterics. One patient in this series of 16 
recidivists had been referred initially from a 
professorial unit in another town with a 
confident diagnosis of schizophrenia. We 
found evidence of a severe personality dis- 
order, and the repeated suicide attempts and 
hospitalizations followed the pattern of the 
hysterical psychopath. The nature of the first 
episode is still unclear—I think the diagnosis 
was reached by collusion, the patient pre- 
tending a bit and her doctors elaborating on 
the symptoms to make a Strong case for 


sending her away from the university centre 
where she had been working. 


Observations on the management 
of phobic patients 


There have been quite a number of papers 
in recent years on the treatment of phobic 
patients by behaviour therapy (Wolpe, 1958; 
Meyer & Gelder, 1963; Cooper, 1963) and 
the implication seems to be that other treat- 
ments are ineffective. In contradiction, Dally 
& Sargant (1959) and King (1962) have claimed 
successful results with drugs (i.e. phenelzine). 
Forty of the 45 patients may be considered in 
terms of outcome, i.e. short-term Outcome or 
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symptomatic relief. The other five сейм 
depressive admixture, and the treatment p et 
gramme was different. Sixteen of = 
patients were treated with drugs (phenelzr : 
and chlordiazepoxide) and nine made n 
acceptable improvement; 18 were treated е7 
individual psychotherapy, and 10 improve : 
two patients were referred for behaviou 
therapy, and one patient made a satisfactory 


i ic relief 
remission. In other words, symptomatic reli 


can be achieved in different ways. : i 

Long-term management is quite a iin 
problem. Eight of the patients originally 
treated with psychotherapy are still eg. 
one patient has been in attendance for " 
years. During the first three years, when om 
was, so to speak, having treatment, § 
changed from being housebound to becoming 
mobile, to getting back to work, to gettin 
married and eventually having two pape 
For the past six years the relationship аи 
been supportive—to make up, in a way, d 
the limited support she found her ie 
was capable of giving her. Often this a s 
has announced that she really felt that 9? 
could stop coming to the clinic. I have je 
on these occasions to seem neither sad et 
pleased. Often we have agreed that the we 
appointment will be spread out to two mon né 
ahead. Before the first week is through: "^ 
is on the telephone and we arrange nat 
emergency appointment; it seems to me ! um 
She displays exactly this conflict DEN i 
separation from the object and the pull e ) 
to identification with it which Fairbairn (19 
describes. cy 

In short, I am left with eight depende", 
problems. Many of the other patients ie 
on to further treatment. Eight were refer" te 
for Psychoanalytic treatment on а pe 
basis, and another nine were referred at 9 
time or another for membership of а 570 а 
To my knowledge six are still attendi? 14 
group. Thus it would be fair to say that n 
patients are still attending for treatment ey 
I suspect that the number is larger, 1.6. cam 
have got attached to another psychiatrie ‘e 
or have gravitated to some other therap® 


4 
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haven outside the health scheme. Certainly 
I see one patient from this series occasionally 
in the out-patient department, and one day 
she greeted me and said that she was quite 
cured and only came now to discuss her 
husband (an alcoholic). This is an example of 
what Mackie (1967) calls the * marital see-saw” 
—as one spouse recovers, the other is bound 
to get worse. In this particular case, either he 
drinks or she is phobic. Insight derived from 
family therapy ought to be helpful in changing 
these patterns, but in only one case out of 
the 18 treated personally with psychotherapy 
has it been possible to get the husband and 
wife to come together regularly. The problem 
really is the underlying personality. I believe 
that some modification can occur with fairly 
prolonged analytic treatment. In the NHS, 
the long-term management of these patients 
Tequires further thought and possibly new 
јр of management. One praiseworthy 
eh of phobic patients is that, though they 
ia get attached to an individual, they do 
get transferences to institutions. 


Observations on the management 
of hysterical psychopaths 
sel а previous paper (Forrest 1967) 1 at- 
е. дине to define the syndrome of hysterical 
Ychopathy and noted the resemblance to 


Table 6. Analysis for recidivist group by 
sex and episodes of social pathology 


Epi Women Men 
" pisodes of (n= 11) (n = 4) Total 
пр аћгабоп 118 28 146 
Ми aca suicide 50 10 60 
Job, ^| OT prison 6 18 24 
= 130 82 212 
ow 304 138 442 


h " 

Edge as defined by Gatfield & Guze (1962) 

Ses o S Paley (E63) Barker (1962) 

Соја (ims overlapping group, as do Mallett & 

account 64). What is clear from all these 

ex ensive is the range of symptomatology, the 
use made of hospital facilities, and 
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the therapeutic difficulties encountered in 
trying to help these patients. 

In Table 6 the contribution made by the 
16 recidivists in this study of over-all social 
pathology is made clear and is clearly remark- 
able. One patient has had two admissions to 
a mental hospital and three admissions to the 
self-poisoning unit at the Royal Infirmary 
since these data were collected. 

Table 5 reveals the extent of medical back- 
ground, special patient status and simulation 
of schizophrenia. 

An example of the conflict which may ensue 
when such a patient desires readmission and 
the psychiatrists disagree is revealed in the 
history of Dorothy. She was born near 
Edinburgh in 1943, the middle child of three 
siblings. The family was working-class, but 
she experienced no overt deprivation, though 
she did feel that her parents paid more atten- 
tion to her younger brother who had a con- 
genital lesion. After an average secondary 
education, she trained as a typist and worked 
briefly at three different jobs before her first 
referral to a psychiatrist, at the age of 16}. 
She complained of visual hallucinations and 
depression, and was diagnosed as an ado- 
lescent crisis. After another six jobs she was 
admitted to the Royal Edinburgh Hospital 
in 1963 at the age of 20 years. She was 
readmitted in 1964, 1966 and 1967. Thereafter 
she was briefly in a psychiatric unit in London 
(where she presented herself as *a case of 
paranoid schizophrenia"). They put her on 
the train for Edinburgh, and in August 1967 
she began to inhabit the out-patient depart- 
ment. The police removed her to the cells, but 
she then refused to leave the cells and caused 
such commotion that we had to readmit her. 
Leaving in early October, she came back one 
weekend and was readmitted by a newly 
appointed SHO. Discharged for the eighth 
time in November, she took to sleeping in 
the out-patient corridor and begging snacks 
from the night staff. Eventually the police 
intimated that the problem was ours, and she 
was readmitted on 30 November 1967. At this 
time she said that she was the Countess 
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Anastasia, that she was controlled by a thought 
machine and that she suffered from ‘total 
amnesia'. She left finally in February 1968, 
but has since been (1) a day-patient (twice), 
(2) an out-patient, and (3) a harassment. to 
the police to whom she presents on occasion 
iming to be ‘a lunatic’. 
hr inis of management, I suggest that 
there are four interlocking factors which need 
to be considered: (1) the medical background, 
(2) the special patient status, (3) the ambivalent 
response evoked in the attendant physician, 
and (4) the learning experience—how to play 
the ‘patient game’. . 

Evans (1965) has drawn attention to the 
collusion that may occur, so that the ‘doctor’ 
has a ‘patient’ within his own household. As 
Mackie (1967) suggests, the omnipotent needs 
of the ‘doctor’ complement the ‘dependency’ 
needs of the * patient-spouse’. In the same 
paper Mackie refers to some of the dynamics 
underlying *the wish to become a patient’, 
and quotes from Main (1957) the story of a 
doctor’s son who, when asked what he wished 
to be when he grew up, replied: ‘A patient.’ 
Ziegler et al. ( 1960), in discussing their group of 


conversion reactions which mimicked known 
organic disease patter 
presence in their series 


; and one son of a senior 
hospital porter). The 


referred to, used to 
corridors of the infirm: 


to pluck up Courage to address one of the 
nurses or doctors. He was Preparing himself, 
in a way, for his later career, 

The “special patient’ was first described and 
illustrated by Main (1957). He noted how 
these patients evoked from the staff a great 
desire to help, and equally great distress and 
guilt at failing to help, etc. Further elaboration 
of the ‘splitting’ effect these patients have on 
the staff has been furnished by Burnham 


(1966). How 10 of the present seri 5 managed 


to achieve this status was quite remarkable; 


ary as a child, trying 
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certainly six of these came with the *medical 
background', but the other four showed a 
really remarkable manipulative aptitude. : 
The ambivalent response of the physician 
reflects both the appeal to the sense of thera- 
peutic omnipotence and the guilt about нети 
peutic failure that these patients so easily 
provoke (Main, 1957). Chodoff (1954) com- 
mented that the hysteric evokes eventually 
a hostile response in the physician, because 
of the patient’s own unacknowledged aggres- 
siveness; he manipulates the physician from 
the dependent position. - 
The ‘learning experience’ was well describe 
by Balint (1956) when he remarked how the 
physician sometimes communicates his gore 
of a suspected disease to the patient while 
the illness is still in the disorganized phase, 
leading to the iatrogenic determination of а 
form of the Symptoms. I would go furthe 
than that and suggest that at a stage where 
there is no illness at all, though there ma 
be a wish to become a patient, we teach som! 
of our patients how to play the *patient aedi 
In Edinburgh the straightest path to t 
psychiatric clinic for the recidivist is аще 
Ње self-poisoning unit, The admission of suc 


x : я of 
patients always invokes a certain amount 


collusion amongst the doctors; none ee 
that admission will achieve anything, yet а 
are reluctant to advise discharge home (be 
cause of the risk of further suicidal attempts) 
I have finally two proposals to та 
regarding management: d 
(1) When such a recidivist is recommende 
once more for admission, the patient shou f 
be seen at a staff admission conference pri? 
to actual admission to the ward, This we 
be attended by nursing, psychiatric pt 
Worker and medical staff involved in pu. 
care on that ward, and the object of the n 
ing would be to achieve a contract. That » 
the patient is encouraged to state clearly 5 
or her expectations, and the staff outline wh 
help they fee] they can genuinely offer. on 
often possible to get a compromise contt о 
Somewhere short of the patient’s hopes ге, 
the miraculous intervention, This proced" 


y 


Phobic patients and ‘hospital recidivists’ 


which originated from the idea of one of the 
Tegistrars (Dr A. Cooklin), is in operation on 
both admission wards for which the team is 
responsible. Individual psychotherapy would 
not be offered in such cases, and review of 
Progress (in terms of the contract) would be 
undertaken by a staff meeting similar to the 
admission conference. 

(2) Where possible, the patient would be 
Teferred to the appropriate day-hospital (in 
the Royal Edinburgh Hospital this would 
Probably be the rehabilitation day-hospital) 
a two to three weeks in the wards. Again 
pue Object here is to avoid splitting by 
G nying the patient any ‘special relationship’. 

Toup therapy and work therapy provide a 
ut satisfaction of dependency needs 
ski ws allowing these patients" manipulative 
E * full rein. The problem is that the patient 
be Е: ten stops attending. Probably they should 
he ollowed up energetically (home visit by 

Psychiatric social worker) and reminded 
E the hospital can offer nothing else apart 
9m day-hospital care. 
rece more subtle, procedures may be 
Tiama. ; the theme here is to attend to the 
their gement of these patients rather than 
cure, As Searles (1961, p. 450) said in 
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a slightly different context: ‘Probably there 
is nothing which interferes more with psycho- 
therapy of such patients than the therapist's 
anxious need to "cure" them." 


SUMMARY 


Forty-five phobic patients and 16 ‘hospital 
recidivists’ (hospital high .users) have been 
studied in relation to family background, child- 
hood experience, work record, etc. 

The phobic patients were older, more often 
married women, and seldom sought admission. 
Their problem in the long term was acceptance 
and modification of their dependency needs. In 
40 subjects the personality was categorized as 
hysterical. 

The ‘recidivists’ were younger, single, often 
with a ‘medical background’ or ‘special patient 
status’. The total social pathology contributed 
by this group was really remarkable. It is sug- 
gested that the doctor’s attitude and expectations 
at an early stage in these patients’ progress can 
reinforce the pattern of repeated hospital ad- 
mission and introduce the idea of schizophrenia 
as a ‘respectable’ symptom cluster. 

Some techniques of ‘managing’ these patients 
are discussed, recognizing that ‘cure’ is an un- 
realistic goal. 
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The organization of a psychotherapeutic community 


By H. J. TOLLINTON* 


us ра describes the organization ofa 
oe community by using some 
pis el formulations that have been 
fuis T in analysing institutional behaviour. 
inei es are drawn from the practice of an 
Thesis psychotherapeutic community, the 
ike i Centre, but the theoretical ideas 
of this RU applicable beyond the confines 
itm ~ tticular unit. Emphasis is placed on 
or Mike jer that are not about individuals 
pattern or large groups, but about the larger 
functio Superimposed upon these by the 
ning of the unit as a whole institution. 
t А; first part deals with the issues raised by 
Sodio function of the Centre—the 
in the oe treatment of patients with- 
Second ational Health Service—and the 
a ca takes up the issues raised in 
ba. with the management of the 
ате Intrebourne Centre is a small psychi- 
ospital. in a wing of a large geriatric 
consulta, There is a staff of one part-time 
осот nt, one or two full-time junior 
One full psychologist, one part-time and 
Social the ne psychiatric social worker, à 
and two Tapist, eight nurses, two secretaries 
for 29 "ane aid domestics. There are places 
a "patients and 20 day-patients. 

nm function of the Centre is the 
Neurosis а treatment of patients with 
ess "a orderline psychotic states, and the 
Venience =" behaviour disorders. For con- 
UD this = description the events that make 
ree us ‘mary function can be divided into 
the нар the import, the processing and 
S diii patients. These words carry an 
Ut they аг aura of impersonal manipulation, 
e used to highlight the difference 

* 

In 

Mahat Све, St George's Hospital, 
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between admission and discharge as single 
events and as processes that may occur over 
days or weeks. Both the import and the export 
process lie at the boundaries of treatment and 
this is the source of special problems that 
will be taken up when the three phases have 
been described. 


IMPORT PHASE 


The importing process at the Ingrebourne 
Centre starts with the referral of a patient to 
an out-patient clinic. The processes of referral 
to the Ingrebourne Centre do not differ 
fundamentally from those to other psychiatric 
unit. The interview assessment is thus 
initially a general psychiatric assessment with 
a view to suggesting suitable treatment. From 
these assessments patients are selected whose 
illness could be alleviated by psychotherapy 
and with whom a transference relationship 
can be established that can be transferred to 
the community. This transferring of a depen- 
dent relationship requires time and special 
skills of the assessor. However, the role may 
betaken by a mixed group of staff and patients 
or by a staff group. At the Ingrebourne Centre 
this role is shared between members of the 
staff group. The initial out-patient process 
continues after admission in a new patients" 

oup which serves partly as a means for the 
staff to find out more about the patients" 
difficulties and. partly to introduce patients 
to the kind of experiences they will undergo, 
and the role that is required of them. A patient 
will continue in this new patients’ group until 
an assessment meeting between the individual 
patient and the whole staff group is arranged. 
At this meeting the several issues that have 
run through the patient's earlier experiences 
at the Centre are brought together and 
resolution is sought for them in terms of 
continuing treatment at the Centre, or else- 
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where, or in disengagement from treatment. 
Once the staff group as a whole feel that the 
patient should be taken on for treatment the 
import phase is finished. 


PROCESSING PHASE 


This phase cannot be clearly demarcated in 
time from the earlier importing phase: rather 
it starts in a small way with the initial assess- 
ment interview and gains in strength until 
the patient and staff are committed to the 
treatment process. Treatment at the Ingre- 
bourne Centre is seen as the provision of 
opportunities for the patients to learn about 
themselves. For this purpose the Centre is 
organized as a community of patients that 
meets daily to reflect on the feelings and 
activities that have occurred during the day. 
The staff role is to try to clarify these where 
they can and, by interpreting the transference 
feelings towards the community, try to help 
the patients to understand themselves. 

In addition, there are meetings of smaller 
groups, some organized around Toles, such 
as a mothers group, and others, like the 
community meetings, with DO Specific dis- 
cussion points but the Beneral task of lookin 
at events and feelings that Occur in the com- 
munity. Again, the Primary staff role is to 


small group from 


Broup situations, the 
throughout the day 
Ch as in the domestic 
unit, and in these 


staff meet the patients 
on an informal basis, su 
administration of the 
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situations the primary role of the staff стир. 
the same: to provide for the possibility X 
increasing the learning by the patients abo 
themselves. 


EXPORT PHASE 


This is one of the most difficult eos 
in the community. Badly handled, eit i 
through premature discharge or pa = 
allowing a patient to remain in the commun A 
after he has ceased to use it for pan 
purposes, it can be disastrous both for in 
patient and for the community, and pon 
much careful work of doubtful value. = - 
Ingrebourne Centre various approaches ‘het 
been tried. It has been seen as a question ient 
is always present from the moment the pati d 
is admitted. Thus, like the processing еце 
it is not clearly demarcated in time, pe 
issue to be borne in mind at all stages. ali 
it has been seen as a phase that raises P , 
issues and needs in both patients and 5 a 
and has been entrusted either to a page 
individual relationship which is devote rto 
the question of forthcoming discharge, pts 
a group which again meets round the ques d 
of discharge and takes up the pum 
Biving up dependency, and the possible я я 
cation of the experiences the patient has 2 


through in the Centre to the real wor! 
which he will return. 


BOUNDARY ISSUES are 

From the patient’s point of view ne 
two important boundaries to treatment P 
Centre: one is the boundary between wee 
and community, and the other is that bet 
the community and the outside wot! ones 
Patient does not usually cross the ae til 
but crosses the Second twice, first on a n 
the community for treatment and wa 
discharge. Both transitions involve the мт 
fer of dependency needs from the come the 
at large to the Centre and then back ifc 
Outside world. Both transitions аге — 
and result in the patient experiencing paf" 
Pleasant, ‘costly’ feelings, which may r nt 
dize his ability to co-operate with trea 
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THE FUNCTION OF THE MANAGEMENT 
OR STAFF GROUP 


_ The management function may be con- 
Sidered first in relation to the primary function 
of the Centre—the treatment of patients by 
PSychotherapy—and secondly in relation to 
Internal management issues. 


The administration of a psycho- 
therapeutic community 


hee are two broad administrative areas: 
accom 10, in relation to the feeding and 
ао of patients and staff; and 
lien relation to more directly psycho- 

B A eutic events. However, as will be seen, 
ün bed! convenient description rather than 
Misakin. зы ог even а psychotherapeutically 
Ol the ka ul distinction. As the primary role 
all а is to be therapeutic, it follows that 
oth е ation is on behalf of the patients, 
must ee and as a community, and 
о eimi i itself primarily with their needs, 
о Bu ^ and unconscious, in relation 
needs nl Thus one is concerned with 
ina sim are complex, and do not respond 
PUnishne, е way to the spacing of rewards and 
Pating E ra As people are reactive, partici- 
Enterpris Jects in any moulding process, the 
Stage of о es their co-operation at every 
Particulari, process of the primary function, 
Ounda У during the difficult and ‘costly 
Ss and events to be attractive to the 

регар and to motivate their continued 
Sta оп. Thus what is required is a stable 


T H . 
that doy With little turnover of personnel, 


Spont. 
Ti 


ma phases. It is therefore necessary for 


Parti 


In administrative terms this 
ele ion "ntralization of power and the 
IScretion į of authority, a wide range of 

9f roles In activities allowed, and flexibility 

can rà t ith these general issues in mind, we 

Toles ar 9 the areas of administration where 
mini Зи Possibly most clear. Domestic 

i largely the province of the 


Strati А 
Tsing opis 18 
domestic staff. It is shared with 
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many of the administrative offices in the main 
hospital, such as the hospital secretary, 
matron's office, the catering officer, the hos- 
pital engineer, and others. It may also be 
partly delegated to the patient community, 
and these domestic arrangements can then 
be very fruitfully used in therapeutic trans- 
actions within the community. The admini- 
stration of specifically psychotherapeutic 
issues is concerned firstly with the best distri- 
bution through time of the resources and 
abilities of the staff group. At the Ingrebourne 
Centre this decisive role is usually taken by 
the leader of the staff group. This is usually 
the role of the senior full-time doctor, though 
clearly this may change with different circum- 
stances, and his role may well be largely 
delegated to individuals or the staff group as 
a whole. Thus the over-all process of treat- 
ment, the timing of specific events and the 
type of events that will occur and that make 
up the treatment experience to which the 
patients are exposed are the responsibility of 
the staff group as a whole and of the leader 
in particular. 

Secondly what might be called ‘boundary 
administration’ is the concern of the staff 
group, again largely delegated to the leader 
or to a subgroup. From the staff point of view 
they are concerned on the one hand with 
community boundaries, both with the staff 
group itself, and with the community outside, 
and on the other hand with boundaries 
between the Centre and the community out- 
side, including, in the case of the Ingrebourne 
Centre, the main hospital. The administration 
of community boundaries is one of the most 
important administrative roles of the staff 
group. On these policy decisions depend 
which patients will be treated and for how 
long, and thus the people in the community 
at any one time: they also decide which 
actions and type of behaviour can be usefully 
treated and thus whether or not drugs are 
used, how much window-breaking or other 
destructive acting out will occur and what 
sanctions will be applied. Again, some of these 
roles may be delegated to the community 
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and used in treatment while others may be 
made the responsibility of one, or a subgroup, 
of the staff group. At the Ingrebourne Centre 
the medical staff, psychologist and social 
workers are used, as has been suggested, in the 
initial period of decision over entry of a 
patient, though the whole professional staff 
group plays a part in the final decision to 
undertake treatment. Other arrangements are 
clearly practicable, including a partial dele- 
gation to a specially constituted group of 
staff and patients, or the reservation of 
decisions about admission to one staff mem- 
ber. The same principles apply to the origin 
and possible patterns of delegation of 
authority to decide on and effect discharge. 
Again, at the Ingrebourne Centre the role 
tends to be delegated to the medical staff. 
Clearly the pattern of delegation is a matter 
for judgement, and as the judgement is 
primarily about the individual patient it is 


often a question of clinical judgement rather 
than group jud 


together with 


at other 
times discouraged as liable to lead to a split 


in the treatment process, 


Internal management issues 
This section co 
issues raised b 


at the same 
tic members 
needs will always 


be dependent on the individual members and 
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their personality characteristics, and taro 
the specific solutions found satisfactory he 
one setting may not work out in another, t à 
general lines of the solutions are often recog 
nizable in otherwise dissimilar b. e 
First, the need for social and каат 
satisfactions that any job must try to provi J 
the opportunity for informal group s 
individual relationships: an example of th 

is the gatherings in sister’s office or meeting 
at lunch. Common needs in the staff sp 
are the need to be loved and to assuage i 
underlying feeling of guilt: another is to : 
With a wish for power, and others too many 
to mention. As in individual psychotherapy: 
where both patient and therapist protect Е 
relationship from becoming destructive ole 
one or other by professionalization and a 
Specification, so these twin mechanisms ai 
used, on the one hand, to benefit the pne 
and on the other to increase the satisfactio 
and to decrease the dissatisfaction that psycho 
therapeutic work involves, Professionalizalt 
entails undertaking professional training, “а 
is a most important facility where availa is 
But often no suitable professional training 
available, and the staff group must then wn 
back on itself and try to provide its A 
in-service training. Role specification ог po " 
fication is the other way in which the ion. 
group can try to cope with the papam 
generated by its work. Clearly this is eo njon: 
ways less satisfactory than professionali? ere | 
butit is nevertheless much more feasible р sare ; 
disparate backgrounds and training oup 
causing difficulty, and 5 essential in #6" for 
that cannot turn to an outside so i 
help. If no outside help is available, 4 P rural 
of inspiration in the form of either а па sta 
leader or a coherent ideology within on of 
group will greatly help the clarificatie џез 
roles. At the Ingrebourne Centre these i 
are tackled through a series of staff mee y 
AS a routine each group is followed oth 
meeting of participant staff to discuss x jo? 
at the level of the dissemination of infor evel 
about patients and at a more technica nte” 
around questions of transference and cO" 
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transference and of therapeutic technique. 
In addition, the whole staff meet once a week 
to discuss staff feelings and roles in relation 
to treatment. Role clarification is a process 
akin to psychotherapy, and once roles in the 
staff group are settled the group turns from 
à therapeutic into an efficient working group. 


SUMMARY 


The organization of a small unit providing 
Psychotherapy within the National Health Service 
15 described, together with the treatment process 
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and some issues concerning the staff. Particular 
attention is paid to the psychological processes 
affected by these organizational forces. In par- 
ticular, the question of boundaries, both between 
patients and staff and between patients and the 
outside community, are discussed, as well as the 
special difficulties that occur in maintaining these 
boundaries efficiently and in crossing them. Staff 
needs and staff roles are also discussed in relation 
to treatment, and the way these reflect the needs 
of the patients. It is in this reflexion that the 
essence of administration of a therapeutic 
organization lies. 
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The effects of personality and training on attitudes to 
treatment: preliminary investigations 


By T. M. CAINE* AND D. J. SMAIL* 


v ilu of studies relating personality factors 
са ow orientation and attitudes in psy- 
their тми shown remarkable consistency in 
methods ings, especially in view of the different 
compari and Inessutes employed. Kreitman a 962), 
chiatrists, * organic’ with ‘psychoanalytic’ psy- 
amount of ound that the latter showed a greater 
the Guilf by ae introversion" (measured by 
and that " -Martin inventory) than the former, 
MPIa they also scored higher on depression, 
опа Ju nxiety and a measure of introversion based 
shown i rating scale. Walton (1966) has also 
chologic, "à medical practitioners favouring а pSy- 
ighly on to a physical approach scored more 
Sm leg ü measure of thinkingintroversion. Caine 
Teatment 969), using asa measure of attitudes to 
articles (Cai questionnaire described in earlier 
ound th aine & Smail, 1966, 1967, 1968а, b), 
chiatrists i physical treatment orientated psy- 
Munity orie comparison with therapeutic com- 
ized on jon colleagues could be character- 
emotional, Cattell 16 PF questionnaire as more 
factor <). stable (factor C), more conscientious 
Neurotic (s less tender-minded (factor I) and less 
indication iro order neuroticism factor). The 
like Kreit that therapeutic community doctors, 
Chiatrists, x 5 psychoanalytically orientated psy- 
Were acerbi highly on measures 
instabitite to reflect some degree of emotional 
Valuation. may be interpreted according to the 
Context whet Places on ‘neuroticism’ in this 
Appear as at appears as neurotic to some may 
to others emotional sensitivity and understanding 
овен similar problem arises with "tender" 
Actorp i7 b the name Cattell has given his 
80 to toe actan examination of the items which 
Composed т up this factor shows that they are 
Social а ainly ofa comparison between interest 
nd artistic theory and ideas versus 
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ractical, concrete activities. This again might well 
be called ‘thinking introversion’. 

Extending this kind of approach to nurses, 
Caine (1964) showed that therapeutic community 
nurses, when compared to nurses in a general 
hospital, showed a greater ‘ preference for working 
with ideas’ on the Kuder Preference Record. 
Similarly, it has been shown that occupational 
therapists working in a therapeutic community 
show a greater preference for working with ideas 
on the Kuder than their counterparts in a gencral 
hospital (Caine, Chick & Smail, 1967). 

А number of questions arise out of these studies 
which need clarification and which are of con- 
siderable practical importance. It seems likely that 
orientation to treatment will depend partly on 
personality factors such as thinking introversion 
and partly on the student’s training environment. 
It is of course possible that the differences in 
personality observed between professionals of dif- 
ferent schools are relatively superficial factors 
determined purely by their training rather than by 
any more fundamental character traits. In order to 
investigate this possibility a shortened version of 
our Attitudes to Treatment Questionnaire (ATQ) 
was given to à sample of untrained ‘normals’ 
quite uncontaminated by any direct contact with 
mental hospitals or psychiatric theory. These 
subjects were also given a battery of personality 

uestionnaires. Similarly, the ATQ was given toa 
sample of student nurses at the beginning of their 
trainingand scores were correlated with personality 
measures. 

Asa pilot investigation of the impact of training 
on ATQ scores, a sample of student occupational 
therapists were given the questionnaires at the 
beginning and again at the end of their training 
period in a therapeutic community orientated 
hospital. 

The purpose ofthe present paper isto draw these 
preliminary findings together and to suggest sig- 
nificant areas for future research. 
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PERSONALITY AND ATTITUDES OF AN UNTRAINED 
SAMPLE OF “NORMALS 


The members, relatives and friends (all и 
teers) of а МЕА class in abnormal i^ о = 
agreed to complete а number of personality qui 

I These include the Cattell 16 PF (Cattell 
& Eber, 1957), the Hysteroid-Obsessoid Question- 
naire (HOQ) (Caine & Hope, 1967), and the 
Hostility and Direction of Hostility DE 
(HDHQ) (Caine, Foulds & Hope, 1967), as we us 
the Myers-Briggs Type Indicator (Myers, 1962). 
The latter is a personality inventory based on 
Jungian typology and measures extraversion- 
introversion, sensing-intuiting, thinking-feeling 
and judging-perceiving. The names given to these 
dimensions may again be somewhat misleading. 
In fact, as so often in personality inventories, the 
actual items of the extraversion-introversion scale 
appear to focus on sociability and related charac- 
teristics which might better be termed hysteroid- 
obsessoid (Caine & Hope, 1964). 

The sensing-intuiting items seem again to reflect 
‘thinking introversion’ in the sense of interest in 
concrete activity v. the world of ideas, and the 
judging-perceiving items emphasize planning and 
control v. spontaneous impulsiveness. The 
thinking-feeling scale seems to be more aptly 
named, the items reflecting an emphasis on cool 
rationality у. sentimentality. 

The total sample completing these measures 
numbered 56, A sub-sample of these respondents, 
37 in number, also completed a shortened version 
of the ATQ—these consisted of the friends and 
relatives of the WEA class members, since it was 
felt that the members themselves, owing to the 
nature of the course they were attending, could not 
be felt to be “uncontaminated? by contact with 
professional opinion in their attitudes to the treat- 
ment of mental illness, 

The short version of the AT 
items appearing in the first ¢ 
extracted from the full question: 
of principal components in t 
samples (of psychiatrists, nurses and patients). The 
items contrast a physical treatment orientation 

combined with an objective, formal approach to 
inter-staff and staff-patient relationships and an 
emphasis on hygiene and efficiency (together with 
a hint of authoritarianism) with а Psychothera- 
peutic approach emphasisizing more informal, 
personally based relationships. These attitudes 


Q consists of six 
Omponent to be 
aire by themethod 
hree independent 
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have been found to be typical of breed 
orientated and therapeutic community sede 
spectively (see Caine & Smail, 1969). The na 
demand little in the way of expert knowled armel 
part of respondents, and total scores derive rill 
them correlate 0:90 or better with scores ont ee 
“component 1' scale in the main doctor, nurse 
atient samples. 

у Тће а ань (п = 56) consisted of ru 
and 33 women, mean age 39 with range at 
The sub-sample (п = 37) consisted of 18 men 

19 women, mean age 37 with range 17-69. 


RESULTS " 
Correlation of the ATQ with the an pe 
measures yielded only one significant pel 
this was —0-37 with the Myers-Briggs vem (ie. 
intuiting scale. Thus high scorers on the um more 
the more ‘organically’ orientated) tend to 5) than 
"sensing" (concrete, practical, down-to-eart 
low scorers, jons 
In order to gain some idea of the caes 
between the personality measures, à ps e data 
components analysis was carried out on pec 
fromthelarger sample. *The first four mo reta- 
components extracted seem capable of inte | on 
tion. The saturations of the individual sca ether 
these components are shown in Table 1, И 
With the percentage of variance accounte 
them. пе a highly. 
The interpretation of components 1S a sis 0 
subjective procedure, and the following an@ y от“ 
the data is offered with that reservation- stility 
ponent 1 is closely associated with age, Cattell’ 
and the 16 PF scales that go to make up ^ ad 
second order anxiety factor (Q,, О, О» 15 
Н). It is of interest that in the original CO 
matrix age was related significantly with "ihe sig 
Cattell's scales and with total hostility: t of the 
nificance of this finding is outside the SUP. be 
present paper, but if component 1 here i "o 
termed ‘anxiety? or perhaps ‘emotion@ Ыет 8 
‘neuroticism’, it would suggest that the dee js not 
more acute in the young. The Музее вое: first 
associated to any great extent with t 
component. ЕЎ 
The higher Saturations on componen an 
of Myers-Briges introversion-extraversion í «ell 
Scales of the 16 PF which go to make UP 


atio? 
m di 


for nursi”? 
* We are grateful to Dr K. Hope 
these data through the computer. 
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Table 1. Saturations of personality measures on first four normalized components 
Component 
с = ~ 
Меазиге 1 2 3 4 
Age 0-328 0-068 0-120 —0-030 
HoQ —0-128 —0-441 — 0:036 Р 
одо 0-055 
Total hostility —0:313 0-113 -0172 — 0:094 
Direction of hostility —0:036 0:210 0-272 —0:404 
Cattell 16 PF 
A —0:043 —0-161 —0:257 —0:309 
c 0:302 —0-102 0-178 0-091 
E —0-028 —0:213 — 0:269 0-096 
F —0-196 —0:376 0-132 —0-170 
G 0-296 0-072 0-025 —0:162 
H 0:256 —0:326 — 0-063 0-010 
I —0:139 0-107 0:278 —0-091 
L —0-184 0-137 —0:427 0-193 
M —0-252 0-018 0:201 0:341 
N 0:116 —0:062 —0-112 —0:318 
o —0:246 0:245 —0:131 — 0-098 
Q 0-139 0:021 —0:202 0:397 
Q 0-101 0-188 — 0:003 0-138 
О 0:315 0:017 0:012 0:093 
Q, —0:324 0-018 —0:071 — 0:063 
My ers-Briggs 
Extraversion-introversion 0:053 0:468 0:085 0:108 
Sensing-intuiting — 0:190 — 0:043 0:344 0:339 
Thinking-feeling — 0-131 — 0:019 0:287 —0-201 
Judging-perceiving —0-106 —0241 0:325 0-166 
Variance (%) 19:36 14-70 11:01 7:43 
Second. 


Е, Fins introversion-extraversion factor (H, 
above, since Qə), as well as the HOQ. As argued 

€ two fo the individual items going to make up 
Personalit mer measures have largely to do with 
motions ^ traits such as sociability, display of 
termed а ем impulsivity, etc., this may well be 
than intro ysteroid-obsessoid component rather 
Sense, Version-extraversion in the Jungian 


Co 
QU ли 3is difficult to interpret. The highest 
Scale or the that of the trusting-suspicious (L) 
Scales are 16 PF. Three of the Myers-Briggs 
Slightly wien equally represented at a level 
forms ition Ow this. Component 4, however, con- 
SXtrayersi © to our interpretation of introversion- 
9f th lon. One of the highest saturations is that 


€ ' directi Е 
ection of hostility’ measure. It has been 


argued previously (Caine, Foulds & Hope, 1967) 
that direction of hostility, ie. intropunitive v. 
extrapunitive, has in many ways a better title to 
Jung's (1917, 1923) name *introversion-extra- 
version’ than the dimension measured by, for 
example, the HOQ, since direction of aggression is 
a dynamic concept representing at least part of 
what Jung termed direction of psychical energy. 
This argument is given further weight by the high 
saturations on component 4 of the 16 PF M (prac- 
tical v. imaginative) scale, the conservative versus 
experimenting (О) scale, and of the Myers- 
Briggs sensing-intuiting scale. 

When sten scores based on the scales contri- 
buting most of these components were calculated 
for the sub-sample and correlated with their scores 
on the Attitudes to Treatment Questionnaire, the 
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highest measure of agreement was with — 
4 (r = —0:31). This, however, falls just short o 
the conventionally accepted 0-05 significance level, 
which would require an г or + 0:325. To this 
extent this finding provides some support for 
previous observations concerning the relation 
between thinking introversion and treatment orien- 
tation. The Myers-Briggs sensing-intuiting scale 
alone, however, provides the personality measure 
most closely related to the ATQ. 


Attitudes to treatment and personality 
of student nurses 


Although substantiating previous Work, the 
finding with regard to the Myers-Briggs sensing- 
intuiting scale could still be due to chance. In 
order to investigate this possibility a sample of 21 
student nurses at the beginning of their training in 
a psychiatric hospital completed the Myers-Briggs 
Type Indicator as well as the full Attitude to 
Treatment Questionnaire. Table 2 shows the corre- 
lations between scores on component 1 of the 
ATQ and the Myers-Briggs scales. The only sig- 
nificant relation is between the Myers-Briggs 
sensing-intuiting scale and the ATQ. 


Table 2. Correlation of ATQ scores with scores 
on M; yers- Briggs scales 


ATQ 
(component 1) 
Extraversion-introversion 0-060 
Sensing-intuiting —0:435* 
Thinking-feeling 0:278 
Judging-perceiving —0:253 


* Р < 0:05. 


The modification of attitudes to 
treatment with training 


Although the evidence presented strongly sug- 
gests that personality influences attitudes to treat- 
ment, nevertheless formal trainin; 


g and hospital 
ethos may be expected to modify or consolidate a 
treatment orientation or expectation. Former 


studies (Caine & Smail, 19682; Caine, Chick & 
Smail, 1967) have shown that attitudes of nurses 
and occupational therapists can differ г. 
between different hospitals. Although per: 
factors may account fora staff member choosingto 
stay in or leave a particular hospital, it seems un- 
likely that these alone would account for the very 


adically 
sonality 
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obvious differences in treatment attitudes, and " 
seems plausible to suggest that training must be 
decisive factor. 2m ribs 

In order to test the sensitivity to training O 2: 
ATQ a sample of 24 student occupational ume 
pists completed this measure at the beginning et 
end of a three-month training period in a Ps 
atric hospital of therapeutic community orien ^ 
tion.* It was predicted that for training dde 
effective scores on component 1 of this wes 3 
Should drop over the training period. Tab e 
shows the mean scores of students before and à "m 
training and it is clear from this table that there is 
very big decline in score generally. In fact, e 
two of the 24 subjects increased their scores, 
then only marginally. 


jonal 
Table 3. Mean scores on ATO of occupatio 
therapy students before and after training 


Mean 
ATQ 
Score t P 
Before training — 51:33 — e 
-001 
After training — 4333 606 «090 


res 
Table 4. Mean ATQ (component 1) 5? 


„гаје! 
before and after training and mean before a- 
б è E « ^ occup' 
change in score of good’ and ‘poor 
tional therapy students 


Before 

ter 

Mean Before After Я 
АТО зсоге training training © 99 
‘Good’ students 47:56 37:67 56 
‘Poor’ students 55.56 49-00 1-00 
t 2:40 2:63 = 

P < 0:025* «001* ™ 
* One-tailed. 


ce 

The students were further classified by pr 
Supervisors into three rough categories 0. © (op 
‘average’ and ‘poor’ in respect of their ae © 1507. 
to therapeutic community methods. A on и tof 
of the ‘good’ and ‘poor’ students in reining 
their scores on the ATQ before and after t" gng? 


is shown in Table 4, together with the mean © 
in score. PEU 
Although virtually all students change ,, дай 


expected direction, students rated as ‘#00 is 
" h 


ick fot 
* We are indebted to Mr J. R. Chi 
helpful cooperation in this study. 
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their period of training with a treatment orienta- 
tion more favourably disposed to the ideals of the 
hospital. In fact, their average score on commence- 
ment of the training period is below that of the 
peor. group on completion. In addition, the 
у group tended to decline more on average 
à ing the period than the ‘poor’, but this ten- 
ency failed to reach statistical significance. 


DISCUSSION 


do Me presented above supports the view 
ое personality and training influence orien- 
version о psychiatric treatment. Thinking intro- 
"m er extraversion, in the sense of a preference 
mentatio, imaginative thinking, theory and experi- 
activitie n v. a preference for concrete practical 
Variable : would seem to be a crucial personality 
itane associated with a preference for psycho- 
cal — endeavour over a preference for physi- 
made j ment methods. This differentiation can be 
ем three grades of trained hospital staff, in 
Psychiat commencing training, and, indeed, in 
experience of” eR) persons with ied no 
Ospital life. psychiatric treatment or рѕус hiatric 
e icon promising personality measure which 
Sensin ies far encountered is the Myers-Briggs 
o Pis E scale, which has a closer relation 
by the are ic treatment orientations (as measured 
attery rs than have components derived froma 
Tange of Psychological tests measuring a wide 
ein dise INT factors. We have argued that 
е conce, 3 items of this scale conform closely to 
above, ка of thinking introversion as defined 
'ntuiting) У original nomenclature ('sensing- 
tis clea notwithstanding. M 
treatment oe studies of attitudes to psychiatric 
Le. the seni at the determiners of treatment policy 
themselves ior medical staff) differ widely amongst 
© pant that certain hospitals may be said to 
© measur: icular treatment ethos, and that these 
that stud able to some extent. It also seems likely 
ents? original attitudes to treatment can 
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be modified by training. Although this may be true, 
it is possible that those students with a personality 
basically antipathetic to the treatment orientation 
being promulgated may be less committed in their 
support of it, and may be seen as less effective in its 
execution. 

The elucidation of the interaction between 
personality, training and treatment attitudes is a 
matter for further extended research projects and 
it seems unlikely that studies attempting to evaluate 
the significance of any one of these on its own will 
produce anything more than a partial picture. It is 
hoped in the future to conduct longitudinal studies 
of the development of attitudes to treatment in 
students of the various psychiatric disciplines as 
they progress through their training, taking into 
account personality factors as well as the impact 
upon the students of the treatment ethos to which 
they are exposed. The usefulness of such an 
approach may lie in providing a rational basis for 
selection procedures, and also in helping to make 
explicit and comprehensible some of the assump- 
tions and values which underlie the choice of a 
particular treatment orientation. 


SUMMARY 


Three studies, involving samples of untrained, 
psychiatrically naive ‘normals’, student nurses and 
student occupational therapists, are described. 
This evidence, together with evidence from former 
studies, suggests that personality—in particular, 
the dimension which may be described as ‘thinking 
introversion’—may play a not unimportant part in 
determining the orientation or ‘attitude to treat- 
ment’ which professional workers in psychiatry 
will adopt. It is suggested that, while training 
clearly has a great influence on the attitudes to 
treatment subscribed to, in evaluating its effects 
the students’ personality must be taken into 
account, and that ће relation between trainingand 
personality may be a complex interaction needing 
long-term studies of students’ progress for its 
elucidation. 
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Prevalence of worry in normal aircrew 


By R. C. B. 


eres have chosen an occupation in which 
Sois у danger. Perhaps asa consequence 
"ий them present with clinical complaints 
organic ~ of physical disorder, but for which no 
dium asis can be established. Though affective 
iets ance is seldom presented in the symptoma- 
vac i gn such as air-sickness or dis- 
anxiety [^ 60 seem to овец іп association with 
1957) su ia & Williams, 1944a; Jones, 
about v patients often acknowledge worry 
i ^w. sonal problems, but a proper assessment 
A ea bya lack of knowledge of their 

ds età in normal aircrew. The results reported 
questio: re obtained as part of an inquiry by 
iom ери on assessment of anxiety 1n healthy 
informat he research was conducted to provide 
stud lon which would be of relevance to a 

У of flying phobia. 


METHOD 


Pilon Questionnaire was distributed to the 132 
eight s No flew one of three types of aircraft on 
Weeks innt Ninety were returned within six 
response per cent) and comprise the sample. The 
e sieht wen, was two-thirds or over from six of 
two See ae the results from the other 
id not attt idis and 57 per cent response rate) 
id not Dg attention. The proportions returned 
8-05; qr ег significantly from random (X? = 
. One era 7; P = 0:50). 
In the i he squadrons (Ш), which was located 
Number a had had a particularly large 
Nother E accidents in the preceding year. 
€ same Vinum (IV) fulfilled the same role at 
y diu Me but its major accident rate was 
toward] that of squadron Ш, and not 
Squadrons. ifferent from any of the other six 
1 
DIS were asked if they had experienced 
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personal worry or emotional stress during the 
previous year; those who indicated that they had 
were invited to mark one or more appropriate 
causes from a selection of 10 offered. 


RESULTS 


The results are displayed in Table 1. where it 
can be seen that 71 per cent of the sample of 90 
pilots reported that they had experienced personal 
worry or emotional stress during the previous 
year. The proportion in each squadron ranged 
from 38 to 87 per cent; the figures for married 
and unmarried pilots were very similar. 

The proportions marking each cause were 
calculated for the whole sample and for each 
squadron separately. For each squadron the sizes 
of the proportions attributed to each cause were 
ranked, and the final agreed rank order for all 
the squadrons obtained; the worries are listed 
in this order in Table 1. This exercise was indicated 
in view of the high significance of Kendall's co- 
efficient of concordance (Siegel, 1956) (W= 
0:524; y? = 377; d.f. = 9; P = 0:001). It can 
be seen that this good agreement within squadrons 
is reflected in the consistent reduction of the 
prevalence of worry for the whole sample in 
virtually the same order. 

More than half of this sample of married pilots 
acknowledged worry about accommodation and 
over a third about their family and its budget. 
Owing to lack of suitable accommodation 50 
per cent of the married pilots in the tropics were 
living apart from their wives, but only 2 per cent 
of those in the United Kingdom. One would have 
expected this to influence acknowledgement of 
worry concerning family life; but there is no 
uniformity in the results, as the prevalence was 
dissimilar in the two squadrons in the tropics 
despite identical housing difficulties. The ranges 
of prevalence of the different causes are wide, but 
only for some causes are explanations obvious. 
Less than a fifth of all pilots admitted to worrying 
about flying, but in squadron III, the one with 
the high accident rate, nearly two-thirds admitted 
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Table 1. Percentage of pilots acknowledging personal worry or 
emotional stress in previous year (n — 90) 


i i Supersonic 
Fighter aircraft Transonic Subsonic P! "— 
CX ^ — ene ith squadron 
KS UK. with sq 
танина == m = A: ` accident rates Р 
с ~ ў $ с У 
d Ё п : Ш IV У м VIL УШ Total (Kendall’s 7) 
Squadron ; = 
: * 43 44 75 75 58 14 88 20 53 —0:005 0.05 
> 29 22 88 50 33 29 88 20 45 0:140 E 
cis ial 42 36 50 20 47 13 69 57 43 Perd = 
chiens 43 11 63 25 50 14 63 0 36 ien У: 
s inations 25 27 50 0 13 0 46 14 24 0: : PE 
vas 8 0 64 10 0 13 23 29 19 0:39. 0-05 
pie n 25 9 43 20 T 13 38 0 2 0:155 DE 
een 25 0 43 10 33 0 31 14 22 0:091 001 
Other 0 0 21 20 7 0 8 14 9 0:201 0:01 
Bereavement 0 0 21 0 0 0 23 14 8 0:196 2 
Any at all 67 45 86 80 87 38 TI 43 71 0:048 


* Of married pilots only. 


concern. Similarly, 

examinations except 

another squadron wit 
In order to pursue 


few pilots worried about 
on squadrons III and VII, 
h a distraction (see later). 


further the impact of acci- 
dents on acknowledgement of personal worry 
and emotional stress, correlation coefficients were 
calculated between the Prevalence of each cause 
acknowledged and the major accident rate of 
the squadron. Kendall’s rank correlation co- 


nted in Table 1 with 
hey are significant. Apart 


lations are Positive, 
rate, the greater the 


obvious; а possibl 
and love-life will b 

Kendall's 7 were also calc 
sociations between each cause, 
expected, the great majority cor 
cantly, indicating that those who 
one worry were more likely to acknowledge any 
other. However, two clusters seemed Strikingly 
relevant. The prevalence of worry about wife 
correlated particularly with housing (т = 0:620) 
and with children (r — 0-577); and the prevalence 


As might be 
related signifi- 
acknowledged 


Р with 
of worry about flying correlated particularly (= 
bereavement (т = 0-602) and with paren eave” 
0-425); and that between parents and om 
ment was also one of the most significantly ^. 
lated (т = 0:444). (These are all the ае 
where the unit normal deviate—test of signi 
—exceeded four.) ptaining 

In a similar way to that used when е моту 
the rank order of prevalence of eac uot 
Within each squadron, Kendall's qu worty 
concordance was calculated for em 38:08: 
between each Squadron (W = 0:544; x” “there is 
d.f. = 7; P = 0.001). In other words, не rank 
8004 agreement within each cause on = worry 
order of squadrons by their prevalence О as thus 
A final agreed rank order of squadrons W it 
Permissible and squadron ITI—the one 2n 
strikingly high accident-rate—was ag : 


ch P 
leader. The second was squadron VII, wh! pati 
Shortly b р 


efore the inquiry been the ae оӣ 
display squadron of the Royal Air Bore durin’ 
its accident rate was not noticeably Бере. 

this period. It was also the squadron jnatio™™ 
high prevalence of worry about Баст ro е 
The other squadron in the ctt es 
Squadron III in the tropics (ГУ) ranked of P 


s at 
its concordance was much less than th 
other two, 
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DISCUSSION 


A pilot is a control-system operator, albeit 
Sophisticated, who is special because of his 
constant exposure to danger and because of his 
high responsibility for the safety of expensive 
equipment and the lives of others. The pilot is 
uc TN reminded of this profound responsi- 
th ity by accidents to either himself or others, 
Fa p how often he is aware of this when 
oe is unknown. He knows that an accident 
aids e caused at any time by failure on his part 
ых бит his task appropriately, as well as by 
Bis » eyond his control. Thus he knows that 
Finall pes accident’ can be a misnomer. 
exem urs us remember that his wife also is 
death, his proximity to the possibility of 
E ei is no doubt that the impact of all this 
ada эң pilot and his family varies widely. Most 
i "i e but evidence from this inquiry 
m es es that this is not by denial of the existence 
a n the majority of pilots acknowledged 
Popul worry which must surely be usual in any 
ае Goorney (1966), in an inquiry of 
" fus jv of 165 normal pilots, obtained 
question, о 59 per cent in reply to the same 
iy og Tried prevalences among the squadrons 

rie а of worry about flying and 

КА pe and the close association between 

E WOE the accident rates, are indicative that 
generall Ty is more of a reality than may be 

ie vn d accepted. In interpreting this, it must 
informati that the evidence obtained gives no 

i Ban within an individual on the degree 
j| Tess or its interference in the performance 


9f his es 

is а. is purely presence or absence that 

interfe er consideration, and the amount of 
г степсе could well be little. 


with a ae selected the occupation of flying 
Oubt ms idea of its attendant risks, and no 
Certain SIE choice of career is determined by 
Mitte ne traits. They experience а 
eir tolera tee thrills of flying and 
tion his e of physical discomfort and frustra- 
anxiety ha ten to be high. No doubt their basic 
consid 5 to be low compared with what might 
my BR: usual in the general population. 
themselyes е aircrew rarely talk amongst 
ac ына about their anxieties, but lack 
normal edgement of psychological distress 15 
Practice in most groups whose occupation 


285 


involves danger. Clark & Graybiel (1956) also 
reported that pilots were reluctant to talk about 
unusual thoughts in flight—the ‘break-off’ 
phenomenon—though many had experienced it. 

In an attempt to overcome this reluctance, the 
author spent two weeks living with the squadrons 
working in the tropics (III and IV). It soon 
became apparent that individual and inter- 
personal tensions were higher on squadron III 
than on the other squadron. As no pre-selection 
had taken place prior to a pilots posting, it 
would seem likely that their abnormal scores 
were caused by stresses peculiar to their new 
environment. It was not difficult to detect poorer 
morale and standards of conduct on squadron 
III, and the author, rightly or wrongly, attributed 
this to immature squadron leadership. It is of 
interest that the accident rate of squadron III 
became inconspicuous again after a change in 
squadron command. 

It is worth remembering that some of the 
pilots who completed the questionnaire were of 
necessity the replacements on a squadron for a 
small number who had been involved in fatal 
accidents. However, the associations in the sur- 
vivors between the squadron accident rates and 
the prevalences of acknowledged worry about 
flying and bereavement tell us nothing about 
high anxiety having contributed to previous 
fatalities. It is clear that acknowledgement is 
likely to be reinforced by reminding of the close- 
ness of danger and death. 

The prevalences of worry about wife and love- 
life also correlate with squadron accident rates. 
Incidentally, only the unmarried tended to 
acknowledge the latter, so presumably any sexual 
problems were included by the married under the 
category of wife. It is of interest that there is 
practically no association between accident rate 
and prevalence of worry about children; pre- 
sumably only adults are sufficiently aware of the 
danger involved for it to be transmitted to each 
other or otherwise influence an emotional relation- 
ship. The association between worry about 
housing and wife was also considerable, though 
that between squadron accident rate and housing 
was negligible. One interpretation of these 
findings is that fear in either the pilot or his 
consort affects their relationship and that fear is 
reinforced by risk and danger, rather than by 
domestic upheaval. 

Accident rates have a variation due to a 
multitude of factors; fortunately serious accidents 


to individuals are infrequent. For these reasons 
it is difficult to rank individuals confidently, and 
to pursue investigation of associations dependent 
on differences between individuals. The rates for 
groups, such as squadrons, can be reviewed more 
effectively, but their significance. can only be 
assessed when considered with criteria affectin 

the group as a whole. Though undoubtedly 
anxiety level is influenced by group dynamics, it 
is by studying differences between individuals 
that knowledge relevant to infrequent occurrences 
is most likely to be obtained; these occurrences 
may be flying accidents, incapacitating episodes 
of disorientation or the development of flying 
phobia. The incidence of neurosis precipitated 
by flying duties has been shown to be directly 
related to the degree of danger involved (Symonds 
& Williams, 19445). As some danger exists in all 
flying, information on the prevalence of worry 
acceptable as normal in healthy aircrew would 


seem to be desirable before the final analysis of 
its morbid qualities, 


SUMMARY 


Information on Personal worry was obtained 


by questionnaire from 90 Royal Air Force 


sonal Communication.) 
Jones, G. M. (1957). Review 
associated with disorientati 
flight. (Flying Personnel 
Report, no.1021.) Londo 


AITKEN 


Operational fighter pilots. More than half of ie 
married pilots acknowledged worry about acco ~ 
modation, and over а third about their y 
and its budget. It was demonstrated that e: 
pilots from squadrons with higher accident eis 
worried particularly about flying and bere: a 
ment, wife and love-life than pilots from squadro 
with lower accident rates. 
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Dear Sir, 
On ‘filling in time’ 

A psychotherapist has a certain service to 
EY his patients on which a ‘therapeutic 
in Hi may be based. The three basic 
i hee of this service are the therapist's 
** rk time and his concern. Each of these 
a ( at is essential, though only the first 
e 5 E and time) are normally regarded as 
dion à professional service which can, 
the Y or indirectly, be paid for. Nearly all 

licia work on psychotherapy has 
techni out psychotherapeutic skill, either the 
me e or the theory on which it is based; 
ee е has been written about time and 
Es Tn. I would like to focus on these two 

ntial components of the therapeutic 
Process, 
san ponents of psychoanalysis sometimes 
o that it is uneconomic in that it is so 
ther c and costly. Analysts, on the 
daily nand, usually maintain that only by 
Vig. t long-term treatment is it 
eai reach the depths of their patients 
a te In my own experience it is often 
in fhe a once per week therapy, sometimes 
depths’ pace of a few weeks, to ‘reach the 
range ls to Cover analytically an enormous 
Meanin Љ patient's psychopathology in a 
Settin Es way and within the transference 
cmi et something is still missing and 
ingredient ring that this is the essential 
oing tie of time. In this I am perhaps 
of "s € more than stress the importance 
ost 5 concept of ‘working through’. 
t ео have come across 
Quite Peer in which their patients have been 

Sperate] e to make use of their skill, but are 
Who, for y in need of their time: patients 

Simon ce regularly fall asleep during 

Unicative who remain silent and uncom- 

eted as E Usually such behaviour is inter- 

resistance’, which indeed it may 


be. But perhaps this is not always so, and 
perhaps what such patients are asserting is 
their need for our uninterrupted time and 
concern; only when they are sure of this, 
which may take weeks, months or even years, 
can they make use of our skill. Sometimes 
indeed they do not need our skill at all. 

I would like to illustrate this by three 
cases. 

The first, Richard, a boy of 15, was referred 
to me by his probation officer for weekly 
psychotherapy following an offence in which 
he assaulted two smaller boys who were 
transgressing a minor by-law. I knew little 
of his family background save that both his 
parents were controlling, dominating people. 
who allowed him little privacy of action or 
thought. 

Richard wanted to see a psychiatrist and 
came freely and voluntarily. However, on 
arrival at the clinic he was unable to say 
anything spontaneously, looked acutely strain- 
ed and embarrassed when I asked him 

uestions, and answered monosyllabically or 
not at all. He nevertheless wished to come 
back and my hope was that, given time, he 
might allow himself to tell me something of 
his problems. This in fact never happened. 
Richard came once a week regularly for nine 
months, during which time he never uttered 
a spontaneous remark, nor did I ever have 
any direct intimation of his thoughts or 
fantasies. Most of our sessions were spent in 
complete silence, occasionally broken by me 
when I could stand it no longer. At these times 
I would comment on the situation and oc- 
casionally offer an interpretation with which 
he would usually disagree. 

Gradually it dawned on me that what 
Richard needed was not my skill but my 
time; the right to exist as an individual in the 

resence of another individual who was 
concerned about him but who respected his 
right to his own private boundaries. It was 
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clearly important that, despite his icr 
should have my undivided attention, “a 
always sensed his disquiet when my thoughts 
wandered. In Richard’s case this seemed to 
be all he needed. When I interpreted my 
understanding of this situation to him he 
readily agreed, but it made no difference to 
is si e. 

Ek end of the significant period of nine 
months Richard told me that he thought he 
was ‘better’ and that he did not need to 
come any more. Information from an external 
source did indeed appear to confirm this 
report of his improvement. Accordingly he 
stopped coming, without ever having made 
use of such skills as I might possess, 

My second case, Elizabeth, age 13, was in 
analysis. Elizabeth was at times able to make 
use of my analytical skills but there were 
nevertheless very long periods, 
months on end, when she was not, 
she would spend the whole of h 
doodling and *filling in time* (her o 
She would in fact fill in time i 
concrete ways possible, by makin 
in timetables and calendars or 
clocks. During one Session she s 
part of the hour pretending to 
Speaking clock and announcing t 


Sometimes 
and when 
er session 
wn words). 
n the most 
£ and filling 
by drawing 
pent a large 
be the GPO 


lapses immediately, 
from time to time 


ds any attempts on my 
part to interpret what was Boing on were 


superfluous; it was my time that she wanted, 
not my skill. In fact, Elizabeth went through 
a long period at the age of 2 and 3 When her 
mother, who was at that time Severely de- 
pressed, used to leave her alone in the ground 


floor of the house playing apparently happily 
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with her bricks for hours on end, while e 
mother kept herself busy with the D 
to ward off her misery. From time to i il 
her mother would remember Elizabeth gen 
and call down to her, ‘Are you all rig |. 
Elizabeth?' to which Elizabeth pos 
ways reply, ‘Yes, I’m all right’. oe 
could recall this clearly, but her memory a sel 
Scene was a detached one, as if she coul wn 
herself as a little girl playing on her first 
with her mother calling down to her. ied " 
in her analysis she used her answer to un 
prove to me that she was all right; only with 
many long sessions of ‘filling in time liness 
me was she able to feel again the ore 50 
that she had experienced at this perio Only 
that the memory lost its detachment. use 
then was Elizabeth able once more to that 
my skill and to accept my e арив 
her‘ time-consuming’ sessions were an at k the 
to put the clock back, to give her uero to 
time which her mother had been una 
afford her, 45, 
My third patient, Mrs P., a widow nt 
was also in analysis. She too had been ыы t 
of ‘time’ during her childhood owing riage 
chronic ill health of her mother. Here feb 
had been an ideally happy one within nee 
she had been able to fulfil many of the aging 
that had been lacking during her upbr!! as а 
and her husband's death had come 
terrible disaster, ; ce 
For her, time had an additional signifi 
that 10 years before her bereaveme! fro 
husband had his first attack of the WIRES ant 
Which he eventually died. Although ње of 
а good recovery, Mrs р, knew, in V that 
his appallinely bad family history» сре 
is premature death was inevitable. qat 
felt that his days were numbered an rowed 
he and she with him were living on bor 
time. . 4 MIS P 
During this 10-year waiting period e felt 
had to bear this anxiety alone since ? y 
that her children should be spared m and" 
and also that any anxiety on her v 
part might increase the danger to ee on? 
She was therefore determined that 


in 
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Should see that she was worried, especially 
her husband and her children, and she even 
attempted to deny the anxiety in herself, 
although she was never able to do this com- 
pletely. Indeed every time her husband went 
Out she found herself imagining his death, 
he ан) if he was late home, and his safe 
iis ecame a matter of defying death in an 
; magical way in her battle against 
time, 
алана soon became manifest. in 
When е ysis, particularly during a period 
ines rest unreliability of my car sometimes 
ma eis = for sessions. Despite this, Mrs P. 
skills, ally able to make good use of my 
s fime to time, however, particularly 
would Wversaries or before holidays, Mrs P. 
Sabes. announce her intention of 
Warnin ing her analysis, or she would without 
usual]; & miss several sessions in a row. It was 
cede too difficult to make a "correct 
FH аи of the situation, both in terms 
time iy Idhood deprivation of her mother 5 
о. e terms of the intolerable anxiety 
"s A bear during the last 10 years 
Point eros life. It was not difficult to 
Sines that she was placing her analyst in 
ether ien position of ‘not knowing’ 
Course = e would return. She could not of 
oing i goodbye’ since this would entail 
вазу to at the end of every session. It was 
as 1 did gare out that she would feel angry 
Situation ony caught up in this impossible 
as an aide some of these occasions there 
S norm xis danger in that Mrs P., who 
Self maki ally an excellent driver, found her- 
that her =. Serious errors of judgement so 
Situation e St was really in exactly the same 
had been ~ ative to possible death that she 
ing death relative to her husband’s impend- 


парне interpretations were indeed given. 
*nieq E d they were accepted, sometimes 
Y lar el in any case I felt that they were 
tha ter Y Superfluous, since my feeling was 
> T ‘fight for time’ was one which only 


time s 
16 Е 
Self—analytical time—could resolve. 
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The only vital factor in the analytical situation 
was that I should continue to exist and that 
I at least should turn up for her analytic 
hour, even if she did not. It was not my 
words Mrs P. needed on these occasions but 
my time, since her battle was with time itself. 
My presence did not of course alter the past 
or ‘put the clock back’ and Mrs P. will 
eventually have to face the real termination 
of her analysis. Perhaps in time she may be 
able to do so without having recourse to 
magic. 

I have as yet said little about concern, the 
third and perhaps the most essential ingredient 
of the psychotherapist’s equipment. Unlike 
our skill and our time, this is something 
which is not for sale. Either it exists or it 
does not. It would nevertheless be wrong to 
take concern for granted, and if it is not 
present, if we cannot feel conern for a par- 
ticular patient, then my belief is that all our 
time and skill is wasted. The danger is 
perhaps that we may overestimate or under- 
estimate the amount of concern that we may 
have for a particular patient. If we over- 
estimate, we run into the danger of colluding 
with our patients’ wish magically to put the 
clock back, to redress their grievances and 
to make up for the real or imagined de- 
ficiencies in their child care. Despite the fact 
of my concern for Elizabeth, I knew that 
this concern was rationed to her analytical 
hour, that I had other patients who also made 
demands on my time and my concern, and 
that ultimately my concern for my own 
family was greater than for any of these. 

Yet there is a danger also that we may 
underestimate our concern for our patients. 
Perhaps this concern does indeed have a 
tinge of magic in it, not because it can put 
clocks back but because without it all human 
relationships are meaningless. 

A child's belief in Father Christmas is 
indeed a magical belief, but the real magic 
is that Father Christmas does actually turn 
up every year as he has done for centuries 

ast and will, I hope, for centuries to come; 
thus a belief in his goodness and generosity 
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is justified, and a child who cannot believe 
in him is truly to be pitied. In this sense, 
psychotherapy also, despite the fact that it is 
paid for and that it is based on a truly 
professional contract, has a magical ingre- 
dient. If this is the case it should not be denied. 
Yours faithfully, 


H. M. HOLDEN 
The Tavistock Clinic, 


Tavistock Centre, Belsize Lane, 
London N.W. 3 


Dear Sir, 
Trauma and predictive memories 
A patient of mine related the following 
experience which I believe illustrates an inter- 
esting psychological mechanism. He was 
driving to work as usual and was approaching 


Onary queue 
S Were green 
0 m.p.h. The 
body hitting 
nt of his car, 
r two of the 
d that his feet 
pedals but he 


ing of having pre- 
miliar to him as he 
umber of Occasions 
те there was an 


ability to Predict so 
specifically. 


He waited till the man was t 
and then reported the accide 
All the time a question was 
If his memory was correct 


aken to hospital 
nt to the police, 
nagging at him, 
and he only saw 
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the man for the first time when he hit bs 
windscreen then he could only have ap (mi 
the brakes when the front of the car Was e 
with the traffic lights. It follows from this we 
the car had come to rest from about 30 m.p. Е 
in its own length, that is about 8 feet. This E 
physical impossibility and forced him to m 
consider his whole memory of the event. E 
worked backwards from the position of a 
car knowing that it takes about 45 feet to СО he 
to rest from 30 m.p.h. He realized pere 
must have applied the brakes about 35 hts 
before he reached the level of the traffic lig “a 
Hence he must have seen the man step a 
from the line of parked cars about one sec 4 
before he hit him. But he had no memor) € 
this. No matter how hard he searched any 
memory he could not picture the man ~ no 
time before he hit the windscreen. He di ine 
injure his head so that it cannot be p 
on the basis of an organic amnesia. Nor 0 
it be attributed to subliminal perception ap 
the following reason. Not only is there a 
in his visual memory but he also наб. 
memory of applying the brakes ог ове oust 
cing the Subsequent deceleration, alt n 
there was dramatic evidence of it. Whe un 
returned to the car after the accident he d 
that his brief-case had slid on to the 7 one 
his papers had shot out of it. There is MY the 
Possible explanation. He represse е first 
memory of that second or so from t^ 
appearance of the man to his impact W! 
car. "T 
Why was it necessary Гог him to герге pc 
Part of the accident which might wn y» 
less distasteful than the impact of the А пад 
the Windscreen, which he remembers V! tio” 
The answer can be found in his first °°” gs 
to the accident, He was surprised the m^ lied 
still alive. If he was surprised not to ween pim 
him then he must have expected to K! nave 
This expectation of killing him miep 4 
arisen at the moment he saw him "i en 
from behind the stationary car. The н h мй 
Seems very Strong that the conviction , г. 
Boing to kill a man, and particu! im ' 
concomitant wish to kill him, cause 


T < 


+ 


TU 
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sie Es "аи memory of the succeeding brief 
i de time. How had he subsequently filled 
Mr eed second of his life? After the 
ice dapes agis a false memory of 
ener El 6 situation before it happened. 
the line e н approaching the lights, noting 
Hasan stationary cars and thinking that it 
ation where a pedestrian might step 

Out suddenly and blindly. Thi dicti 
Memore ss 1 indly. This pre ictive 
оваа tn ually faded as his reactions were 

Sed in detail. 

a oo that he repressed the memory of 
to kill a re in which he thought he was going 
and that “Si and which was out of his control 
Put him fir € it with a memory which 
Was able E y back in control again. If he 
he could o predict the situation then surely 
his destr avert it. So that the need to control 
ап um sisi qn had Jed to his replacing 
te threatening memory with a 
Pathy E. опе. Freud, in his discussion of tele- 
ürise in ea that ‘such delusory memories 
ion, а fo ne mind with the force of an obsess- 
ave, s derived from real sources—they 
Psychical Wever, substituted material for 
аг the еу . He also points out that “by 
Presentiments number of all telepathic 
ity of re relate to death or the possibil- 
e Victim. and relates this to a death wish for 
Patientin thie, the part of the telepath. The 
repressed 15 account was unable to recover the 
Of his LM largely, I believe, because 
intensity eu a to acknowledge the 
Pedestrian 5 destructive feelings for the 
"espect th, t is worth remembering in this 
Potentia x the motor car amplifies our 
„16 time sc estructiveness. It also speeds up 
terval a ale so that the ego has a very short 
g Miter o to deal with very threaten- 
Excellence, Y This is a traumatic situation par 
With his h п this case the patient was faced 
"спосо а elplessness to control his destruct- 
f that i reacted by repressing the memory 
With а gu. iae second and replacing it 
Concludes Se telepathic memory. As Freud 
Dreams in his chapter on the subject 
Apers, y р telepathy’ (1925), Collected 
> Vol. 4, ‘the laws of unconscious 
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mental life may then be taken for granted as 
applying to telepathy’. 
Yours sincerely, 

J. LEFF 
Social Psychiatry Research Unit, 
Institute of Psychiatry, 
De Crespigny Park, Denmark Hill, 
London S.E. 5 


Dear Sir, 


A study of the oedipus complex and neurotic 
symptoms in a non-psychiatric population 

It is, of course, a cardinal point of psycho- 
analytic theory that the oedipus complex is 
the basis of all neurosis. Despite the impor- 
tance of this hypothesized relationship in 
psychoanalytic theory, it does not appear to 
have been put to an empirical test. Conse- 
quently I should like to report the results of 
a small pilot study of this question. 

The MMPI and the Blacky Pictures were 
administered to a sample of mature students, 
24 men and 8 women. As a measure of 
neurosis the clinical scales of the MMPI and 
a total score, the sum of these scales, was 
used, while to assess the oedipus complex 
the oedipal dimension of the Blacky Pictures 
was employed. 

The sample was split as evenly as possible 
on the basis of the Blacky oedipal score— 
derived from the new factor-analytic scoring 
guide (Blum, 1962) to the test—into high 
and low oedipal groups. The scores of these 
two groups on the MMPI scales were then 
subjected to tests, the hypothesis being that 
the high oedipal group would score more 
highly. 

In accordance with the hypothesis and 
psychoanalytic theory, the mean score of the 
high oedipal group on all the clinical scales 
of the MMPI was higher than that of the 
low group, the difference being significant 
on two scales (Hy and Mf) at the 0-05 level, 
and almost reaching significance on the Ma 
scale. It was interesting to note that this 
position was reversed on the non-clinical Si 
scale of introversion, a finding which is not 
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specifically in accord with Freudian theory. 
However, the largest difference was on the 
total score derived from the clinical scales. 
Here the high oedipal group scored signifi- 
cantly higher (¢ = 3:31, sig. 0-01 level) than 
the low group. This is to be expected, since 
in a non-psychiatric sample the variance of 
the individual scales was not large. In addition, 
the reliability of these scales is not as high as 
desirable. This total clinical score is un- 
doubtedly very similar to the neuroticism and 
anxiety factors of Eysenck and Cattell, so that 
this last significant difference must be regarded 
as good support for psychoanalytic theory. 
It is possible to impugn this study by 
querying the validity of the oedipal dimension 
of the Blacky Pictures. Certainly it is less 
well established than that of the MMPI, but 
Michal-Smith et al. (1957) showed that this 
test clearly picked out a child rated by analysts 
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as highly oedipal. Nevertheless, although the 
validity of the test remains far from proven, It 
is still striking that responses to a picture 0 
an oedipal situation should be related (0 
Scores on measures of neuroticism as predicted 
by psychoanalytic theory. In short, this small 
pilot study is regarded as giving some emp!" 
cal support to Freudian theory. 


Yours sincerely; 
PAUL KLINE 
Institute of Education, 
University of Exeter 


BLUM, С. S. (1962). A guide for the research E^ 
of the Blacky Pictures. J. project. Tech. 26, 37 

MicHAL-SMiTH, H., HAMMER, E. & мане м 
(1957). The use of the Blacky Pictures s Ў 
child whose oedipal desires are close (0 ^ 
sciousness, J. clin. Psychol. 40, 153-157. 
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Gilles de la Tourette's syndrome: a clinical and 
psychopathological study 


By J. A. MORPHEW anp MYRE SIM* 


Ar de la Tourette (1885) described eight 
of wh $ with multiple tics and coprolalia, six 
dier x were collected by himself and the 
eher included the case originally de- 
ipn A liard (1825). The condition was 
и entified with echolalic and apraxic 
chit, 4 A as the Siberian condition, Mirya- 
reported the Jumping Frenchman of Maine 
nin by Hammond (1884). Since then, 
Which us been numerous reports, some of 
3 vis ae it to be an organic state allied to 
epi ie untary movements which may follow 
Ogica] Ic encephalitis; others stress the psycho- 
at th origin, while a third group considers 
* condition is an interaction of both. 
= is no chronological sequence in these 
ourette and indeed Itard and Gilles de Ja 
istories gave detailed personal and family 
nent, Аааа а psychological compo- 
avour oc (1927) came down strongly in 
and dec] the condition being a functional one 
a "uS. that behind all tic phenomena lies 
ental j “ Predisposition. ‘A varying degree of 
n ^ antilism. . .stigmatizes the tiqueur; 
и nee of psychoanalysis, he is 
tic герге ically fixed.’ He considered that the 
Ма ада td an unconscious desire or one 
Could те еп from consciousness and that it 
Able sen Present an attempt to seek a pleasur- 
Sation. He used the following analogy: 


attit 


e 

ton Seen individual finds it hard to prevent his 
“Pace le Ploring the edge of a loose tooth or the 
5 be RI a recent extraction, how much harder 
Patticular * potential tiqueur to relinquish the 
Me s oo whose execution awakens 
inso Or even ‘bitter sweet’ sensation. 
"hose 4 Views are very much in keeping with 

сте & Feindel (1907), who stated 


* 
Uni Pepa р 
Niteg Bp ment of Psychological Medicine, 
Ingham Hospitals. 


that *the frequency with which obsessions, or 
at least a proclivity for them and tics are 
associated, cannot be a simple coincidence’. 
These authors considered that the tic is 
the motor reaction to an obsessional idea, 
or that the obsession is an answer to the 
tic. Y 

Creak & Guttman (1935), on the basis of a 
study of six cases where chorea preceded 
phonatory respiratory tics, were more im- 
pressed with the organic origin of these con- 
ditions. Ciné records showed irregular, partial 
contractions of the diaphragm, twitchings of 
the thoracic muscles and myclonic movements 
of the abdominal muscles, which resulted in 
grunting or barking noises. These observations 
led the authors to conclude that the illness was 
organic and they regarded the words used by 
the patients as unimportant and laid more 
stress on the ‘motor design or motor Gestalt’ 
of these utterances, including their rhythm 
and pitch. 

They were impressed with the spasmodic 
nature of the movements and state: ‘It is only 
since observations have been made on ence- 
phalitis that attention has been focused on the 
paroxysmal character of such obsessive- 
compulsive phenomena.’ They criticize Meige 
& Feindel’s interpretation of a patient who had 
to count three while performing her tic, which 
consisted of having to look up to the curtains 
in a corner of the window. Creak & Guttman 
do not accept that this is evidence of obses- 
sional behaviour, but that the affected group 
of muscles determined the nature of the 
accompanying psychic phenomena. 

The argument is not yet resolved and 
Fernando (1967), in a comprehensive review of 
Gilles de la Tourette’s syndrome is non-commit- 
tal over aetiology, though some of the back- 
ground data on patients which he cites suggest 
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that psychological factors may be нее 
The present study is based on six patie | 
who were investigated and treated e ~ 
Department of Psychological Medicine o t E 
United Birmingham Hospitals, together wi 
a review of those cases in the literature where 
comparable data have been reported. The Bim 
was to try and define aspects in the patient 5 
background as well as clinical features which 
may throw some light on the nature of the 
pc source of confusion is the tendency 
for a number of investigators to try and find a 
common aetiology for all tiqueurs. This has, 
in the past, led to some undoubted organic 
states such as spasmodic torticollis being 
labelled functional, and Consequently sub- 
groups of the tiqueur population who merit a 


functional label are equally discredited or 
labelled organic. 


GILLES DE LA TOURETTE'S SYNDROME 
AND STAMMERING (STUTTERING) 


Though Gilles de la Tourette’s Syndrome has 
much in common with other conditions with 
‘compulsive’ movements, there is one con- 


dition with which it has striking similarities 
and where the functi 


reliably identified. This condition is stammer- 
ing; not all cases of s 


tammering, but a certain 
and well-recognized type. We therefore pro- 
pose to 


TeView the psychopathology of 
stammering and of tics before analysing the 


clinical reports of our own patients and those 
reported by others, 


Psychopathology of stammering 
Fenichel (1945) lays great stress on the anal- 


sadistic element in the Psychopathology of 
stuttering. He links the condition with slips of 
the tongue where the tendency that has dis- 
turbed the original intention to speak is 
capable of analysis. In the Case of stammerin 

this unconscious motive is elusive for it has not 
been declared even ina clandestine manner. In 
mild cases of stammering, the hesitation may 
be due to the unconscious instinctual signifi- 
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cance of what the person intended ^d Res 
in severe cases, the function of suae xis 
representsan objectionable instinctua pr 

The sexualization of speech is seen Pas 
forms of compulsive neurosis and it E: rt 
of an anal nature. Similarly, in nicer pee 
is a strong anal-sadistic sang 
speaking itself means the utterance acsi act 
especially anal words, and an agg ulsion.an 
directed against the listener. The exp he expul- 
retention of words is equated with th noli 
sion and retention of faeces. Fenichel q ring. 
from Graber, 1929; Schneider, 1922 in i 
1935) summarizes thus: ‘One ma ofthe and 
stuttering, ofa displacement nen retain 
sphincters.’ Obscene and curse wo nificance 
more of their original magical SE iking is 
than other words, and for stutterers pscene 0 
àn unconscious temptation to use ix Jistene™ 
profane words, intended to attack t 
violently or sexually. : 

He thts three c impul к 
Symptoms of stuttering. TE BU 
hull impulses. Speech. fi Wo x 
quently connected unconscious a be pote? : 
genital function. To speak pasa castration’ 
while inability to speak mean nscious gs 
Some girls may also have an Conflicts 10 4 
to function genitally like men. be expres 3 
volving potency ог castration и d di 
in stammering, though in a regre 
torted form. Fenichel states: 


Й e 
ses in th 


t out ÍS nd 

dreams" he 
ion: |. 

stratio allie 


The theme of having the tne e 
quently met with in myths, fairy ta ca 
neurotic fantasies as a symbol ut: as 
tongue, as theorgan of speech, apP в 
symbol. py the wor”? . 
The castration threat is evidenced bY 


d 
of the Psalmist: pa? 


ight 
my 115 

If I forget thee, O Jerusalem, let ™Y cle 

forget her cunning, pij tongue 

If I do not remember thee, let 


) 
5 
to the roof of my mouth. (Psalm cxxx" 


А al, тезр па 1 
Oral impulses. Speech is an 018, га 


asur? 
function and erogenous a 
derived from it. Before t 
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ут = organs of speech have a purely 
hs oc and discharging function. Regression 
ац DH may proceed beyond the anal 
cin d ev and there are frequently auto- 
ба E desires evident in that the words 
the a roo be uttered have, at a deep level, 
in cance of introjected objects. One 
fiia oa (not included in our series), 
«ose Ч ееп seduced while on holiday, was 
ete oe the words ‘Damnation to his 
bri т (1928) considered that stam- 
Sean as largely. autoerotic and many 

E rens have ambitions as orators. 
: Monti impulses. The ego of the 
ic, has ксн that of the compulsion neuro- 
jectiona]; levelop a defence against his ob- 
Which th € impulses and also his superego, 
and VAM regression has become sadistic 
Patient; aic. Because of this, many of these 

ey are produce their symptoms at times when 
in the at a disadvantage and especially when 

Presence of authority. 


St 


ie hi Sychopathology of tics 
With thor Interest that Fenichel (1945) deals 
On stut ao immediately after the section 
le exhibit. and he claims that what holds for 
also hold Itionistic component in stuttering 
td „У (rue for tic in that it is directed to- 
ifj n. narcissistic reassurance, which, 
М ime in a new narcissistic hurt. 
Chi ren’s Our unconscious meanings in the 
cing y cad of making faces. (1) The play 
Contro = У is enjoyed as proof that the person 
“tration Сашу and ugliness and therefore 
ut and 15 not final as it can be brought 
the abili undone at will. (2) Being ugly means 
(3) То z to frighten others, i.e. having power. 
mise, P ay the part of being ugly (castrated) 
: $ the Castrating power. (4) It serves as 
ly 9n the spectator, indicating how 
гале) he ought to be. 
logicay ital regression or arrest is the psycho- 
тосса 2818 Of the tic and this aspect was 
Th m Abraham (1927). 
refer, ia Choanalytic literature has numerous 
"Weurs z the well-defined anal character of 
nd their marked narcissistic make-up 
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(Abraham, 1927; Deutsch, 1925; Ferenczi, 
1921, 1926; Klein, 1925; Kovacs, 1925; 
Kulovesi, 1929; Levy-Suhl, 1937). | 

One need only refer to the anal-sadistic 
background in compulsive neuroses to set the 
scene for the next stage of this inquiry, namely 
the analysis of the data of our own and other 
patients. 


CASE STUDIES 
Case 1 


Mrs N. A., aged 36, was referred in 1954 with a 
history of tics involving the head and arms since 
she was 7. After marriage at 20 she also had an 
inner compulsion to shout obscenities. She was 
the youngest of nine children and had an unhappy 
childhood. She was nervous and afraid to go 
upstairs alone. Her parents quarrelled incessantly, 
and she was also bullied by her eldest brother. She 
felt considerable hostility towards her father, al- 
though she had a warm relationship with her 
mother. There was no history of psychiatric 
illness in the family. 

Education: elementary. Intelligence: average. 
Work: domestic service until marriage. 

She was pregnant when she married, and her 
symptoms became more marked. The child died at 
23 years and the marital relationship deteriorated, 
her husband leaving her after 6 years. 

In the following years she saw several psychia- 
trists, receiving psychotherapy and ECT without 
benefit. 

On examination, she showed a repetitive gross 
tic involving her head, neck and arms, accom- 
panied by an explosive unintelligible noise. Other- 
wise physical examination was normal. 

Diagnosis was made of Gilles de la Tourette's 
syndrome. Her tics were seen as expressions ofcon- 
trolled hostility towards her father and later her 
husband. The explosive noises possibly repre- 
sented her ambivalent attitude towards sexual 
relations, about which she expressed considerable 
guilt. 

She received prolonged psychotherapy with the 
aid of CO, abreactions but made no improve- 
ment. She was also given benzhexol and ampheta- 
mine, again without success. In 1958 she became 
friendly with a single man, and her symptoms 
became less troublesome. In 1963 he became 
seriously ill and she deteriorated. She was then 
prescribed trifluoperazine, which she has con- 
tinued to take up to the present. She is now much 


19-2 
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improved, and shows only the occasional tic, 
although her friend is seriously handicapped as a 
result of amputation of both legs. 


Case 2 


Mr N.C., a 35-year-old machine operator, was 
referred in 1957. Following his parents’ divorce 
when he was 15, he began to sniff repeatedly and 
to utter phrases such as ‘of course not’. After 
leaving school the compulsions became worse. He 
used to suck his tongue, bite his cheek and deliber- 
ately trip himself up. Whilst on national service 
he developed jerking movements of the head and 
arms, accompanied by obscene shouts. 

He was an only child and his childhood was 
disturbed by parental discord. His father was 
violent and a heavy drinker, whereas his mother 
was overprotective; nevertheless she used to 
pinch him when he misbehaved. She herself had 
suffered from depression. At school he was timid 

and a poor mixer with marked feelings of in- 
feriority. He was enuretic until he was 10 and also 
stuttered. Intelligence was average. 

He married at 21 and lat 
After marriage his sym 
frequently pinched and 


er had two children. 


On examination, 


ances. Physica] 
normal, as was the EEG. 
A diagnosis of Gilles del 


agne a Tourette's syndrome 
occurring in a man of obse 


ssional personalit was 
made. к ý 
Under narcoanalysis with thiopentone and 
methylamphetamin 


З Uoperazine, His 
tics and coprolalia were reduced, although there 


was an increase in his Obsessional tendencies such 
as folie du doute. He still attends for out-patient 
supervision and is improved. His tendency to 
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ў is wife and 
coprolalia is worse іп the company of his У 


s he is 
occurs when he feels tense. In other respect 
leading a normal and satisfactory life. 


Case 3 


ed 
Mr A.B., a 34-year-old bachelor, was d = 
in 1962. He had become fidgety and a ай 
an attack of pneumonia at 3 years. Thr ein 
childhood he was very obsessional. OF ihe face 
school he developed jerking movements o uttering: 
and arms, accompanied by incoherent —— his 
He also had a habit of flicking his cap 
fingers. А 
He was an only child with a domina assive 
resourceful mother. His father was ped were 
and later became hemiplegic, and his 0р“ 
frequent clashes between his еони in 
bringing. There was no psychiatric i ional child: 
family. He was a nervous and obsess 3 years he 
At 3 months he had erysipelas, and at 3 yof а 
had pneumonia. At 6 years he sustain n 
injury of unknown severity. : . average 
j^ mess elementary. rs a n vu his 
Work: а variety of semi-skilled jobs. ften сомете 
Symptoms were troublesome and ће о violent 9% 
himself with grease as a result of his o to Wor 
tures. His mother had to force him naming ^s 
and he would frequently poke at her ¢ med to have 
in fun. His mother reported that he p" was a ВОР 
two personalities. On the one hand, n 
ful and considerate son; on the a an 
obstinate and difficult. He drank heavily ce 
with doubtful company. — of his fa 
On examination, he showed oii di 
and limbs accompanied by mutter! E 


nt and 


ixed 


, | m? 
examination was otherwise Dui. syndr? 

A diagnosis of Gilles de la Tour ity 
was made. 


" ers 
He was regarded as an obsession Pr о aot 
with difficulty in controlling his hos iva 
his mother, which had resulted ! 
estures and mutterings. " nd 
3 He was prescribed Хараа tics x jif? 
under supervision for 5 years. снуе 500“ 
infrequent, and he is leading ап а 
and working satisfactorily. 


Case 4 as 
ife, W rê 
Mrs A. B., a 32-year-old poueti the a pef 
in 1952, having already been pd whe 
Several psychiatrists. At 10 Y 


E 
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wei grandmother died, she developed a facial 
Ph teeth grinding. This was followed by jerking 
ndi ments of the limbs, together with barking 
pa and occasional coprolalia. 
ü bi а younger brother on whom she felt her 
also pre avished affection, though the latter was 
father eripi ed with her own spastic sister. The 
Sh as harsh and violent. 
astha 45 Shy and bit her nails. She also had 
I and hay fever, 
ae риже: above average. Work: clerical. 
tions ms : Stormy. She felt guilty over sexual rela- 
Sia, у atterly had become frigid. She had two 
З had both married. Prior to referral she 
On о psychotherapy without benefit. 
of face mination, she showed jerking movements 
Noises, "os limbs, accompanied by barking 
Normal, ysical examination and EEG were 
dis treated with phenobarbitone and 
Psychiat mine, and received support from the 
ТІС social worker for 3 years. 
tosson aan referred in 1961 when the diag- 
"fh illes dela Tourette'ssyndrome was made. 
Penton Blven a series of abreactions with thio- 
g e and methylamphetamine, in which she 
considerable hostility towards her 
On m She felt had rejected her though she 
er sympt 9 visit her dutifully. On these occasions 
a oms became much worse. 
and Ke kee of her condition has varied markedly 
Sion, Tp 15 ave been prolonged phases of depres- 
запар 64 she was referred to another psychia- 
together as received group and behaviour therapy 
diazepam ee oxazepam, chlordiazepoxide and 
Noises C She still exhibited tics and barking 


Case 5 
Mis, 
ferrea t D à 31-year-old shorthand-typist, was 
hd fini 1955. She developed jerking of the head 
ally 419 years following a minor fall. These 
er * is; extremely violent and she would 
Obsce ПА head. At 21 she felt compelled to 
S *nities, 
thee wag е youngest of four children. Her 
hig i пав Nervous, excitable and arthritic and 
8 n anne ed Strongly with her father, imitating 
Вусна er se There was no family history of 
Onia illness, As a child she suffered from 
» asthma and migraine, and was shy at 
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Intelligence: average. Work: after learning 
shorthand and typing she did very little work. 

As an adolescent she was admitted to a psy- 
chiatric hospital where she spent 2 years and her 
movements improved but became worse on her 
return home. 

On examination, she exhibited repetitive jerking 
of her limbs and coprolalia. Physical examination 
was otherwise normal. EEG was normal. Her 
personality was assessed as hysterical and psycho- 
pathic. Her attitudes were entirely destructive 
and her behaviour manipulating. She tended to 
act out by breaking windows, and indulged in 
excessive and erratic drug taking. She found it 
difficult to enter into meaningful interpersonal 
relationships, particularly with men. 

A diagnosis of Gilles de la Tourette's syndrome 
was made. She has received a variety of treat- 
ments including psychotherapy, trifluoperazine, 
chlordiazepoxide and diazepam but is generally 
uncooperative. She continues to show severe 
behavioural disturbance and persistent symptoms. 


Case 6 

B.T., aged 14 years, the younger of two brothers, 
was first referred in 1961. He acquired a facial tic 
following circumcision at 2 years. This became 
much worse when he started school, and he also 
began to pick his nose compulsively and to give 
vent to explosive sounds. 

Thefather wasaquiet, unassuming man who had 
a good relationship with him, while the mother 
was anxious and overprotective. An aunt suffered 
from St Vitus' dance. His early speech develop- 
ment was retarded and he walked in his sleep and 
had fears of the dark. 

Intelligence: average. He attended a secondary 
modern school. 

On examination, he displayed multiple tics 
involving the face and arms and at intervals he 
made barking sounds. Physical examination was 
otherwise normal. EEG was normal. 

A diagnosis of Gilles de la Tourette's syndrome 
was made. 

He was admitted to hospital in 1966 and treated 
with trifluoperazine and improved markedly, but 
the subsequent course fluctuated. His grand- 
mother, of whom he was very fond, died in 1967 
and his symptoms became very severe. He was 
readmitted to hospital, where he was treated with 
haloperidol and diazepam. Improvement ensued 
and on discharge he exhibited no explosive 
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sounds or tics. Since then he has returned to school 
and remains almost symptom-free on а combina- 
tion of diazepam and haloperidol. 


ANALYSIS OF CLINICAL DATA IN 43 PATIENTS 


A thorough search of the literature listed 
in Fernando’s (1967) review was made. Where 
available, details of patients and their back- 
grounds were extracted and grouped with those 
of our own six patients. The required data are 
listed in the table headings. We were particu- 
larly interested in items which are generally 
recorded in psychiatric case histories, such as 
birth rank, childhood neurotic traits, intelli- 
gence level, personality, precipitating factors, 
ameliorating factors, aggravating factors and, 
of course, family history. While it would have 
been preferable to restrict the inquiry to those 

cases which included all these data, this would 
have meant excluding them all except our own 
series. We therefore decided to include those 
cases where the items listed approximated to 
our own series or in a few instances where a 
particular item such as ‘precipitating factor’ 
was the only one listed. Out of the 90 cases 
reported elsewhere, only 37 were sufficiently 


Table 1. Age of onset 


Years No. 
3 2 
5 5 
6 5 
7 1 
8 3 
9 5 
10 3 
12 4 


Single instances: at 2, 11, 14, 15 and 18 yea 
> TS. 


well documented to ў 
the total analysed 43, wi S eae 
and 15 female. Although all the наба cas 
mation was not available in each Aon the 
series provides, to date, the fullest account i 
the origins and clinical features of the с á 3 
tion. These are listed in the following tables, 
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Presenting features and age of onset 

In a condition which is defined as starting 
in childhood with facial tics, limb jerking an i 
grimacing, it is evident that these feature: 
will predominate (Tables 1-2). 


Table 2. First signs 


No. 
Facial tics 17 
Limb jerking 1 
Grimacing 4 
Blinking 3 
Noisy (shouting, barking) 3 
Head shaking 2 

iting © 


Single instances: sniffing, jumpiness pu 
penis, slapping abdomen, twisting, fidgeting: 


Table 3. Birth rank 


Eldest 14 
Youngest 8 
Intermediate 3 
Only child 5 
" its 
Table 4. Childhood neurot!c trait 
14* 


Enuresis 8 


Phobic features 
Retarded speech 
Feeding problems 
Nail biting 
Temper tantrums 
Excitable 

Frequent vomiting 
Shyness 

Stuttering 
Obsessional behaviout 
Over-conscientious 


t2 t3 t3 Q2 Мо 2 UA fA OG. .OS 


* Six girls. roK 
Other traits included thumbsucki”& 


knee flexion, religiosity. 


jent 
Table 5. Intelligence of P gr 
No. 
Above average n 
Average 10 


Below average 


» 
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Table 6. Patient’s personality 


No. 
a a 15 
ysterical and h i 
Paranoid psum : 
Hysterical 1 


Table 7. Precipitating factors 


No. 
Tonsillectomy 5 
Starting school 4 
Birth of sibling 3 
Circumcision 2 
Mother's illness 2 
Separation from sibling 2 


Single i 
gle instances: starting work, death of aunt, 


admissi ; 
Sion to hospital, entry to grammar school, 


ht 
Ent at school, death of grandmother, starting to 


т; 
asturbate, pneumonia. 


Table 8. 
I 
™provement followed: No. 


ево ја лез il 
~. er drugs, e.g. chlordiazepoxide, 4 
2 ephenesin, iproniazid 
arbon dioxide inhalations 
Sychotherapy 
ат home 
mission to hospital 


uvh AN 


Sin 2 
S gle instances: school holidays, leaving 


" : 
ol, enlisting (army). 


Table 9 
Aggravation followed No. 
Starting school 7 
Marriage 3 
нк of mother 3 

Isturbance at home 3 


> Single; 

qae f rege death of child, death of father, 

о о b er, mother's marriage, sister’s illness, 

tn ir У spouse, son's marriage, pregnancy» 
l, c4..." Military service, starting work, severe 


сор CAT acci 
Shabiti Ccident, forced to write with right hand, 
ting, 5 
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Table 10. Family history of mental 
illness (excluding parents) 


Suicide 3 


Single instances: eccentricity, subnormality, 
schizophrenia, tics, shell-shock, speech defect. 


Table 11. Personality traits in fathers 


No. 

Obsessional, e.g. rigidity, 10 
conscientious, meticulous 

12 


Personality problems, e.g. 
insecurity, alcoholism, violence 

Hostility towards patient 

Affectionate towards patient 4 


Table 12. Personality traits in mothers 


No. 

Neurotic and personality problems 13 
(seven exhibited anxiety) 

Unhealthy attitudes, e.g. 12 
over-protective, over-indulgent, 
domineering, over-assertive 

2 


Obsessional 


Birth rank 

Only children were few and where there 
were two or more children the elder or eldest 
was more often affected (Table 3). 


Childhood neurotic traits 

The high proportion of enuretics is of 
interest, especially as six were girls out of a 
total of 15 (Table 4). This is higher than one 
would expect, for this condition is much 
commoner in boys. Phobic features and speech 
difficulties come next in order of incidence. 


Intelligence 
The information available (Table 5) suggests 
that limited intelligence is not a significant 


factor. 


Patient’s personality 
There is a marked preponderance of ob- 
sessional personalities (15 out of 21 recorded; 
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Table 6) yet this contrasts with the small num- 
ber (two) with frank obsessional _ 
listed under ‘Childhood neurotic traits’. ыы 
may be that this aspect was not specifically 
inquired after in those reported elsewhere, in 
that one of these patients belonged to our 
own series of six. It is obviously not common. 


Precipitating factors 


It is of interest that the majority of factors 
listed are psychological stresses (Table 7). 
Even when they are overtly physical, such as 
tonsillectomy or circumcision, these traumata 
are noted more for their psychological rather 
than their physical effects. 


Ameliorating factors 


The relatively large number that improved 
following the administration of phenothia- 
zines (Table 8) may suggest, as in patients with 
Huntington’s chorea, that the condition is of 
organic origin. This conclusion could be 
fallacious, for functional states such as 
anxiety or the ego-disintegrative process of 
schizophrenia may equally respond to phar- 
macotherapy, 

Those whose improvement was associated 
with non-organic factors Such as psycho- 
therapy, leaving home and hospital admission, 
add up to 14, which is only three less than those 
who improved following pharmacotherapy. 
Furthermore, Huntington’s chorea and other 
organic states do not, as a rule, respond to 
these environmental or Psychological factors, 
so it could be assumed that in these 14 patients 
non-organic measures contributed to improve- 
ment. Spontaneous remissions could occur but 
these would affect both groups. 

As a number who improved with drugs were 

also admitted to hospital and had thus left 
home, there is therefore common ground with 
the non-organic group. It could also be argued 
that the administration of drugs was not 
specific and, even if in some patients it were, 
drug action could be on the functional state of 
ego-disintegration rather than оп an organic 
state. This was the case in one of our own 


patients (case 3) who was deteriorating into a 
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state 
schizophrenic illness and whose mental 
responded rapidly to phenothiazines. 


Aggravating factors nv 
If a condition is organic in origin : ен! 

that physical events rather than Lope 

events would aggravate it. Yet all the 

listed in Table 9 are psychological. 


Family history 


ic 
i neurot 
There is a heavy concentration of ! 


were 00" 
features in the parents. Ten nin be over” 
sessional, and mothers tended a 10-12). 
anxious and overprotective (Tab 


DISCUSSION 


As a result of the above analys, іо? 
nearer to answering the persisten de 18 
concerning the aetiology of Gi rganic r 
Tourette’s syndrome, namely 9 in favour 
functional? In addition to the pone put 107 
of a non-physical aetiology alrea supportive 
ward, the following data are also apart from 
(1) No neurological abnormalities, escribo 
the irregular movements, have ae even si = 
(2) The EEG shows по specific 0 » commo 
ficant abnormality. (3) There т alitis in 0 
physical factor such as њи 2i 
previous history of these eie average Е 
а preponderance of patients e. Th sex e 
above average intelligence. (5) — lik ic 
dence (28 males to 15 females) pen orga? 
to be linked with psychological 
factors. 

When one also considers the p о 
mation of the condition to Soit P е 
stammering and the marked func actors mu 
of ameliorating and aggravating. very gy 
case for a functional aetiology ic сії0]0, 
stronger than for an wo 
Indeed the evidence for the t 
our own patients as well as in за зе ean 
which we have studied. This re syn 
a form of Gilles de Іа Touret^ ^: cere 
could not be associated with p this P? 
disease, but that the evidence fo 


yet been forthcoming. 


one !5 


xi" 
e app of 


js lack” 


Gilles de la Tourette's syndrome 


Psychopathology 


Fes и own data, and from what we were 
perri 2 from the literature, it is not yet 
psychopat » give a clear and unequivocal 
be ^ ology. The link with stammering 
Magi bou matrix from which the 
that js = stems would support the suggestion 
sphincter fe displacement upward of anal 

Зе S'. It tends to be associated with 
Parent Js - aggression, particularly to a 
marked ob ater to a spouse. There is also a 
With the ior ie preoccupation associated 
may be re n ition and it is this aspect which 
на ам for the poor response to 
With the ar Not only does this interfere 
Min E association necessary for analy- 
in FM aq, but, as the hostility is uttered 
ility ¢ OF even in secret, there is no possi- 

9 subject it to analysis. 
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The administration of phenothiazines may, 
as in anorexia nervosa, lower the aggressive 
and hostile impulses and prepare the way for 
recovery. If there is no longer a need to express 
one's hostility, there is no longer the need to 
contain it with barking noises, stuttering and 
bizarre movements of face, limbs and trunk. 


SUMMARY 


Forty-three cases of Gilles de la Tourette's syn- 
drome are analysed. The background and clinical 
features support a functional rather than an 
organic basis for the condition. The psycho- 
pathology is closely related to that for stammering. 
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The natural history of attempted suicide in Bristol 


Bv JOHN ROBERTS ANp DOUGLAS HOOPER* 


M. = oo literature on suicide and 
First be suicide has two main divisions. 
gical e m the sociological and epidemio- 
Studies Vc and secondly the clinical 
uring Ра "ер" clinicians are increasingly 
Understand Ми first methods in an attempt to 
Of the fissi heir observations. From the work 
een етра т three general theories have 
ion of a pon, (1) the greater the social integra- 
я the lower the suicide rate 
tegration 897); (2) the greater the ‘status 
Suicide rat in a population the lower the 
cide ang € (Gibbs er а/., 1967); and (3) sui- 
degree ea а suicide are related to the 
State жи = by Church and 

le value == & Bunzel, 1933; Dublin, 1963). 
en in th these ideasfor the clinician can be 
attento е Work of Yap (1958). He drew 
SOCiety ia ms the peculiar stratification of 
© attem ong Kong and to the way in which 
Various pted suicide rate varied for the 
tate „_ Strata. He found not only that the 


3 Varie, 
b d between socio-economic groups, 


Ut a 
tional? that those who changed their tradi- 
Affect alues with urbanization and those 
tates, th Social disorganization had high 
Кој M D. these settings interpersonal con- 
moker pedes uang potent precipitant. 
at over h 8) in a study of 1817 cases found 
deg Ama of them occurred in the two 
Ў = 15 to 35. He could find no 
ases use for the suicide attempt in 
= ut for the rest he could find some 
lige о eipitant in the domestic, finan- 
E Yment or romantic aspects of their 


deca 


a 
апа; 
128 с 


dion alton (1958) found that parental depri- 
dee Deratio hot social isolation or social 
Presseg ^ Was a significant factor т 
+. Patients who had attempted to kill 


Brigg Враг 
t 
Stoj, Ment of Mental Health, University of 


themselves. Harrington & Cross (1959) drew 
attention to the high proportion of their cases 
with a previous psychiatric history; inter- 
personal conflicts in addition to a low socio- 
economic status were found in about half. 
Bruhn (1962, 1963) found that social dis- 
organization was common in his series, marital 
separation and divorce occurring particularly 
frequently. In addition he links an early 
history of a broken home with suicide attempt. 
He writes: 
Coming from a broken home is not in itself so 
significant as the repetition of similar disorganiz- 
ing events later in life.. . .It can be considered that 
attempted suicides have not fostered close friend- 
ships and seem to be people without roots. 
Sclare & Hamilton (1963) talk similarly about 
attempted suicide as occurring in the setting 
of despair and temporary breakdown of 
personal resources. Greer & Gunn (1966) and 
Greer et al. (1966) also draw attention to the 
importance of broken homes, particularly 
during early life, and the subsequent repeti- 
tion of this pattern in the patient's own life. 
Kessel (1965) points out that single people 
and those whose marriages have ended are 
significantly over-represented in his sample. 
Further, Kessel & Grossman(1961)found a par- 
ticularly high rate of attempted suicide among 
alcoholics. Murphy & Robins (1967), in 
commenting on the suicide of alcoholics, point 
out that there was clear disruption of personal 
relationships over the preceding six weeks. 
Stengel & Cook (1958) in their comprehen- 
sive study drew attention to both the various 
social class and family background factors 
which have been described by other writers, 
but more significantly pointed out that the 
suicide act could only be understood in terms 
of its social significance. Unlike many other 
writers they showed that this social signifi- 
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cance was independent of the actual psychi- 
atric diagnosis which may be attached to the 
patient and further that although many 
writers had concentrated on the possible 
social determinants of the act, few had gone 
on to consider its significance and con- 
sequences. Despite the very clear emphasis 
which these writers placed on the social 
aspects of attempted suicide they still 
attempted to formulate their explanations for 
the act in terms of some intrapsychic 
processes. | 
Another group of writers have been largely 
preoccupied with formulating their observa- 
tions in terms of intrapsychic events, often 
deriving their data from psychotherapy. 
Kilpatrick (1948) writes about the suffering 
and self-contempt which is normally con- 
tained by psychological defences, but which 
breaks through in settings of alienation. Moss 
& Hamilton (1956) point out that there are 
no characteristic conflicts revealed in psycho- 
therapy that give rise to suicidal tendencies 
which are not common to other people of a 
similar age. However, in their series 95 per 
cent had suffered the loss—either by death or 
some other dramatic circumstance—of an 
individual closely related to them in the 
period just before they came under care. In 
addition, 60 per cent had lost one or both 
parents in early life and in those patients they 
found that there had been premature sexual 
interest. It is interesting to note that they 
felt that the most significant therapeutic 
intervention was achieved in the home of their 
patients. Kreeger (1966), when discussing the 
problems of assessing the likelihood of a 
future suicide attempt, talked in terms of ego 
strength and thus of the resources available 
to the patient. Tabachnick (1961) describes 
those who attempt suicide as characterized by 
dependence and masochism. He says: 


The symbiosis in which many suicidal attempts 
take place, occurs when two people who either 
because of general character traits or because of 
circumstances peculiar to their relationship relate 
to each other in a dependent and sadomasochistic 
manner. 
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There is usually in the patient's life d 
who fulfils these two needs and there deve uA 
a symbiosis between the patient and we 
person which when it is threatened ога: к 
broken leads to suicidal attempt. Lee is 
(1967) points out that although depress!” пне 
not a consistent concomitant, it pc 
frequent, and that the conventional Peat’ 
analytic notion that suicide is the im da 
aggression turned inwards is little et "i 
tautology. Instead he talks of a кие pies 
ious 
which have in turn been stimulated Ms 
precipitants. Depletion of the ego wee 
problem-solving capacity and lea 
stereotyping of responses. This 1n plishing ê 
to a further set of failures, thus esta 60) aptly 
vicious circle, although Stengel (19 $ veing 
speaks of the crumbling relationship 
cemented by attempted suicide. г of pe 
There seem, then, to be a numbe ich may 
sistent trends in all these studies sation. 
be put into a broad category of o injure nd 
This is that people who attempt to like to 
possibly kill themselves are quite ary 
come from a home in which ordin 


А В events © os 
childhood. Then just prior to the cris! 
is very often a dramatic interp 
which appears to reawaken "ih 

x " Л ich «bl 
difficulties from earlier days to wh 05 


solution appears to be self-injury а f n 
death. This either produces obli intole™ n 
patient, or else a solution to gain t 
situation by virtue of the very " 
others which the patient make? ning |. 
As a result of this sort of а й wh gi 
decided to study our own series to j wht 


ў то . 
we could provide evidence for e ether 
would link these disparate eve? 


wo? 


THE STUDY wey, ib ati 
ігу, atic? 


is inq" 
In order to carry out m 
decided to concentrate atten 


А 


Natural history of attempted suicide in Bristol 


Cen € to the United Bristol 
es 5 having made a suicidal (or appar- 
ый и attempt by some means. This 
mention e question of what forms of self- 
еы 9r poisoning can be construed as 
Slashin : since self-inflicted injury by arm 
latica or example might well be psycho- 
itiedt y similar but would be treated as 
‘aie dissimilar. 
iise А present purposes it was decided to 
Which еј definition of suicidal attempt 
admitting Fi ped d the physician or surgeon 
wis d e patient. In these hospitals the 
Bohn. of Mental Health had run a 
in Neh = consultant service for three years 
OF seein one of us (F.J.R.) was responsible 
request = all patients in this category at the 
it was u = admitting service. At the time, 
biis nderstood that in accordance with a 
Patients of Health circular (1961) all such 
and the Senis receive such a consultation, 
e discuss, ative success of this directive will 
"wes E below. Data were collected on 
trio »* $ seen in this way over а 10-month 
followin Tom August 1964 through to the 
But 5 May inclusive. 
the mers we proceed with the analysis of 
incidence 2 it is important to assess the actual 
ad this problem for the whole of the 
spitals al area since the United Bristol 
We ther tait only some of the patients. 
d ned зя оге took the same area as that 
Studied СУ Seager & Flood (1965) when they 
the Cit Completed suicide rates; this includes 
тор of Bristol and the 14 urban and rural 
м Nester north Somerset and south 
Ses the mit The population of this area 
merge nited Bristol and other hospitals 
gur ncy and acute admissions and so 
tained fr for attempted suicide were also 
ig. OD these other admitting hospitals. 
Were able to calculate a reasonable 


Table 1. Incidence of attempted suicide over 10- 


o 
l4 154 204 25+ 30+ 35+ 
: 9 18 м 9 > 
3 4 36 24 M 
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estimate for the incidence of suicide attempts 
in the area. The obvious omissions in these 
figures are those patients seen exclusively by 
their own G.P. or those who do not use any 
medical service. For these reasons the figures 
obtained are underestimates of the problem. 
These figures for the area are given in Table 1 
and shown graphically in Fig. 1. 


014 20+ 30+ 40+ 5+ 60+ 70+ 
15+ 25+ 35+ 45+ 55+ 65+ 
Age 


Fig. 1. Suicidal attempts over à 10-month period. 
----, women; ——, men. 


In order to give a reasonable estimate of the 
annual incidence of suicide attempts, the 
figures were then pro-rated and the index 
rates calculated for the population on the 
1961 census data. The overall index rate is 
50 cases per 100,000 men and 98 cases per 
100,000 women, ina population of 296,000 
men and 293,700 women aged 15 or over. The 
children under 15 were excluded because they 
are not comparable statistically. The detailed 
distribution is shown in Fig. 2, which includes 
the superimposed figures for the Edinburgh 
region (Kessel, 1965) which are the only 
strictly comparable figures available. These 
figures must, of course, be conservative since 
they include only hospitalized patients, and 
the numbers even attending a G.P. must 
significantly increase them. Yet despite this, 
they are very similar to the figures from 


month period in Bristol area 


40+ 45+ 50+ 55+ 60+ 65+ 70+ 


4 5 0 7 


15 14 
13 8 9 13 


5 
16 9 10 
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20+ 25+ 30+ 35+ 404 454 304 ss 604 65+ ”* 
. Age 
анан of attempted suicide per 100,000 in Edinburgh and Bristol. Edinburgh: 
men; X----x, women; Bristol: O——O, men; @----@> women. 
Table 2. Pro- Dini По? 
suicidal у incidence figures for data from Seager & Flood (960 us sp 
pts in Bristol area per 100,000 usto compare the incidence rates of 8 mee, 
-— M F and successful suicide. Most ped in 0 
2054 ы 161:0 suggests that the latter is som? reat 95 th 
за ies 2382 order of eight to ten times 25 8 б over? 
253 = 206-6 former. This is generally calculate ecify th 
35-39 238 1340 figures, but our data allow us t° men 8 ; 
40-44 813 ie actual comparison for men and мо paris 
45-49 715 an ately and in age decades. These 00. start 
50-54 283 512 are shown in Table 3 and reveal yam of d 
55-59 224 678 differences from the normal estim" c, m? 
60-64 387 46:5 ratio. First, that at all ages men rini 
65-69 = 64-0 ‘successful’ in their attempts ® ych o" 
70+ 39-2 43-9 although their rates are 08У йу, à 
until the last three decades. 59006 во U 


Edinburgh and demonstrate in particular the 


very high rates for young women. Table 2 
shows these pro-rated index rates in full, The 


ben ne us 1 
variability in the ratio 15 enorm irked : 
аре/зех discrepancies are quit? в 
suggest quite different preventi” 
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Table 3. Ratio of attempted to completed suicide 


Male Female 
pm 100,000 Ratio ` ‘Rat s/100. um i; 
A e: i 
Age (years) A.S. [suicide AS./S AS. [suicide aS 
ан 86-15/3-6 23:93 2224[2 1112 
са 35/1.9 4-43 94-6/5:6 16:89 
E 76-4/9-9 772 6625/8 831 
m 25:35/23:4 1-09 59-5/14-4 4-05 
о 19:35/24:4 0:89 55-25/181 3-05 
bs 18:6/56:4 0:35 2195/12 1-83 
50-0/9-6 53 98-0/6-5 151 


Table 4. Characteristics of sample attempted suicide patients 


= 0-14 15-19 20-24 25-29 30-34 35-39 40-44 
E 3 (3) 3 (3) 5 (10) 3 (9) 2 (4) 0 (2) 4 (9) 
2 (2) 11 (20) 23 (31) 7 (15) 8 (10) 5(8 7(8 
p: 40 554 59-59 6064 65-69 10+ Total 
Е 3 (7) 1 (3) 1 (2) 0 (2) 0 (0) 1 (2) 26 (56) 
4 (8) 1 (7) 2 (6) 3 (3) 2 (6) 2 (6) 77 (128) 


Table 5. Percentage of patients 


Е 


ЯР The study sample 
Pr ng described the size of the general 


referred for psychiatric consultation 


Oblem 

live taste can now examine our consecu- M F 

Carly P ~ cases more closely. We realized 0-44 50% 69% 
at there were difficulties in evaluat- 45+ 375% 39% 


4,9 Some 
Its aspects of this sample because of 


on. 
Tue ee nature, but we were 
Ы the еы in an intensive analysis 
ee Eger ix ee up for consideration. 
th ity alread the question of referral selec- 
be not al referred to above. We suspected 
thy Мане с Cases were being referred for 
fo tes ergy and so the records of 
e Putus Hospitals were analysed 
oye cati s classified in the International 
9 у поп of Diseases under head E970- 


marked for the older patients, as shown by 
Table 5. In view of the relationships demon- 
strated between attempted and successful 
suicide amongst older men, this finding is 
most important and obviously needs explor- 
ing further. It may be that those most in need 
of psychiatric help are not in fact receiving it. 

As we have already seen, most workers 
report that the attempt to damage or kill 
oneself (generally by poisoning) appears to be 
connected to various inadequacies or insuffi- 


igh: + 
re ee most suicidal patients. CORDO? ©” rious 1 
m le alo are shown in brackets т ciencies in earlier life, and particularly to 
er ng with the age/sex distribution of losses and similar trauma. But to state the 
i relationship in this way does not provide an 


[9 а ў 
p Paneis 00018 and do indeed reveal dis- 
бу Study менија that during the period of 
te Per cent y 46:5 per cent of the men and 
tred, of the women were actually 
ese discrepancies are particularly 


explanatory link between the self-injury and 
the insults of prior experience, and we need 
some more powerful model which would link 


the two together. 
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surprising in view of the fact that the и" 
were interviewed very soon after the pan г 
For the rest of the cases it was mpera 
to judge whether there was in i a а бе m 
ship between the precipitant andt А ma yie. 
Three judges were asked to say whe Es 
relationship was definitely present, pos y 
present or absent. Agreement between a 
least two of the judges was considered to con- 
firm or refute the relationship. Of the 75 cases 
judged, 50 (67 per cent) were found to be 
definitely present, 14 (19 per cent) were judged 
possibly present, and the remaining 11 (14 per 
cent) showed no relationship at all. If the 
precipitating events are studied more closely, 
then 53 (83 per cent) of the events which were 
judged to be definitely or possibly related to 
the life-style were either a break or conflict 
in a presently existing relationship—as indeed 
were five of the 11 precipitants not judged as 
related to the life-style: that is to say, the 
vast majority of precipitants (77 per cent) 
were of this type. 


DISCUSSION 


It is of importance to reiterate that the 
patients under discussion are referred (that is, 
selected) cases and not the whole of the 
population committing serious self-injury 
during the study period. Thus any conclusions 
must be carefully drawn both about the way 
in which the cases have been conceptualized 
and also about the links between the sectors 
of experience which have been described, 

Be that as it may, there is a remarkable 
amount of unanimity about certain aspects of 
their experience. Thus there was no difficulty 
in finding in many cases gross characteristics 
of earlier life in which family processes were 
seriously distorted, disturbed or disrupted. 
This is in keeping with some of th 


e studies 
quoted above. It is often usual to take only 


evidence of broken families to indicate 
serious problems, but we have extended this 
to include familial circumstances which have 
similar effects—namely to make the develop- 
ment of autonomy and self-esteem very difficult 
indeed. Kessel (1965) indeed shows that 
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te 
oth 
50 per cent of his cases lacked ee В 
parents for an extended period up hat our 
Kessel’s other evidence also suggests different 
population was not apparenti a i 
from his own despite its selecte an 
he comments in a number of me 
vital importance of a зарона to make 
point which we have attempte raveia Q 
(which neither Kessel nor others life-style 85 
is that the model of Шера silt as 
a solution, and breakdown 10 within the 
precipitant to self-injury is true 
cases as well as between them. - 
The question which must also een 
is the problem of psychiatric oe 8 
patients reviewed here we udo с equally Vl 
that psychiatric disorder can А independ?” 
seen as a life-style, as a distinc e ron 
variable, particularly when it 15 " « the 


hat а", 
Although it could be argued g some kind 


discussed 

" Int e | 
say 

to i 


of psychiatric disorder, ne pati 
label p those as such i atl us 
clearly fell in one of the classic imply at " 
diagnoses. This is not meant SE the on 
so labelling them we were pu ке гаї 
an aetiologically different categ ее 
we were using the psychiatric 
venience. | 

In some ways this paper 7 pos 
bring together the roan nm 4 
logical studies and the clinic il 
which have been made. By Ви M 
Observations offer indirect m м , 
that the greater social im А a 
tion and the greater the -—-" 462” 1" 
the lower the suicide rate. mus inte, 
social integration and ‘sta aE society 
draw attention to the cohesion 


attempt А 


"ing 
e те jki 

to the personal fit of any wit y of {280 
use of life-style is another and W eo of 
about the same kind of mn ne life yet? 
in the precarious nature of ich they. nu 
our subjects the way in ben м E m 
poorly integrated with so ud th a we ; 
sense of the cohesiveness а no" gp 


я wer! 
(or lack of it) with which y М confi? 
Similarly we have tende 
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о made by clinicians, particularly 
above uit cts which we have mentioned 
Кер : ја feel that by providing a link 
по РВ pease, Liegen ле 
Way of Lori мар we have provided one 
Which ix eet the diverse observations 

Stich a f een made previously. 
above Aoi ome as has been set out 
With peopl es those who become involved 
plan и who have attempted suicide to 
Subsequent pw with the patient for his 
Crisis needs m. Quite clearly the current 
е patient some kind of resolution, and if 
attempt “es to decrease the risk of a future 
towards muc ie effort must be directed 
agree with "v. ying his life-style. We would 
"rapist's | oss & Hamilton (1956) that the 
Breat impo eee in the home is of 
is not just E ance as we feel that the life-style 
Ut the с an individual possesses, 
y in which he interacts with the 
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important individuals in his life. Clearly there 
are enormous therapeutic problems for those 
who are isolated in the community and who 
attempt to kill themselves. The superficial 
solution is to arrange in some way for the 
individual to be integrated into some com- 
munity in which he can have status and from 
which he can derive support: this sounds easy 
but in practice many of these patients have 
acquired as part of their life-style a skill in 
limiting their contact with this same society. 
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Transference phenomena in alcoholism 


Bv A. PLAUT* 


eric and scope of this paper require an 
ааа. I agree with the definition of 
feres um as'a chronic disease which inter- 
Proin Eu drinker's health or social or 
It is - unctioning’ (commonly all three). 
Slitutes a fe, necessary to reiterate that it con- 
all other Ез problem in our society than 
to affect о Ictions taken together, estimated 
the Женка a, quarter of a million people in 
Vast and ingdom. Consequently there is а 
Subject а increasing literature on a 
успона also extends into the past. The 
certainly quin pe is also fairly large, 
of 190g. p у E ack to Karl Abraham's paper 
Contributi ut I could not find any significant 
o Aa made during the last 5 years and 
PSycholo ution in the literature of analytical 
on tanie with two exceptions. In a paper 
Ung, the mood disorder dating back to 1903, 
ases of Es a psychiatrist aged 28, describes 
ae connected with emotional 
chiatric E y instead of the then current psy- 
Sycho en of * moral defect or insanity’ or 
een e ic instability. The relation be- 
Order i. " Iction and manic-depressive dis- 
in Sat e in psychodynamic terms 
ether 5 (1960) paper on drug addiction. 

me to q or not alcohol is a drug would seem 
lake €pend on the motive for which it is 
8toun, aurie (1967) excludes alcohol on the 
Пап ut Our society itself is dependent on 
than its Prohibition has done more harm 
Se са egal presence. I do not think that the 
Certain] П be settled in this way. But it is 
the op; (rue that if alcohol is a drug then it is 
s туру 016 in our civilization which also has 
Conn Ron and an established ritual. In this 
Mis, th oe ee may ва ажаа о 
e British 3 appearing in the same Issue of 
ournal of Addiction. One, by а 


* 
11 E 
Devonshire Place, London W. 1. 


Greek psychiatrist (1967), observes that, 
despite the vast consumption of winein modern 
Greece, the number of people suffering from 
alcoholism is very low. He writes: *The Greek 
never drinks alone. Alcohol is not used by him 
as a solution to his problems, which are 
normally solved in discussion with other 
people.’ The other paper is by Leibowitz (1967) 
as part of a series on ‘Studies in the History of 
Alcoholism'. He shows that descriptions of 
acute alcoholic psychosis go back as far as 
Hippocrates, Galen and others. When looking 
through the more recent literature, I came 
across a book written by a namesake of mine 
(Plaut, 1967). It is an American publication 
with which I decided not to compete. But I was 
well aware that by my narrowing the focus as 
much as I intended to do I would be taking 
two different kinds of risk to which I shall 
presently refer. 

The first risk is brought out by Selzer (1957) 

and influences the means of my presentation. 
He writes: 
Since it has become fashionable to speak of alcohol- 
ism as an illness, many individuals conform by 
paying lip service to this concept. However, it is 
not unusual to hear professional persons declaim 
on the alcoholic as a sick person on one occasion 
and then intimate at other less guarded moments 
that the alcoholic is a wastrel who simply lacks 
‘will power’. This inability to accept emotionally 
what cannot be denied on an intellectual basis 
characterizes unconscious hostility toward the 
chronic inebriate. 


I therefore decided that the usual safeguards 
of anonymity in reports on patients would 
be inadequate and that I would have to omit 
the contents of transferred and illustrative 
material from analytical sessions and confine 
myself to phenomenology and certain theo- 
retical and tentative conclusions. All these are 
based on notes recorded as soon as possible 
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after many but by no means all a 
sessions. The total period of oa = ч 
analytical therapy of the four patients ex ane 
over 25 years. As I became more mee 
with note-taking, I recorded more a пуни 
reactions and reflexions on what ha E 
going on and what puzzled me, and gave up 
useless any attempt to give complete sequences 
in sessions. 
nm risk in linking the specific aspect 
of dynamic psychology, ie. the phenomena of 
transference, with an illness like alcoholism is 
that of mixing two frames of reference. In 
analysis—as I shall call it from now on—one is 
concerned with mental processes (e.g. projec- 
tion) which may be more or less prevalent, 
according to symptomatology and the stage of 
analysis. Both of these, process and sympto- 
matology, are present in every analysis to 
some degree, while a disease like alcoholism is 
either present or absent. It is therefore neces- 
sary to consider alcoholism as a specific 
expression of a psychopathological state of 
dependence on a substance which acts as a 
depressant on the CNS, facilitates regression 
and is always available to the patient under 
ordinary circumstances, differing in this 


respect from the analyst who cannot be 
imbibed. 


I wish to 


pay tribute to psychological 
studies like W 


alton’s (Kessel & Walton, 1965; 
Walton, 1968) which classify “personality of 
alcoholics’, ‘varieties of drinking patterns and 
Causes’, and correlate these. I shall only refer 
to two types of drinking pattern classified by 
Jellinek (1960) as the *loss-of-control addic- 
tion' and the "inability to abstain’ or ‘jn- 
veterate’ alcoholism, and Shall not refer to 
other forms like “symptomatic alcoholism’, 
meaning symptomatic of Severe psychiatric 
illness like schizophrenia (or manic-depres- 
sive psychosis with which alcoholism has 
many resemblances), or disease of the brain, 
(On the other hand, I was unable to make the 
distinction between these two Categories and 
others, e.g. the ‘neurotic’ and ¢ 


he ‘bout? 
drinkers to which Walton also refers.) Of my 


four patients only one was an inveterate 
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drinker, three were loss-of-control d d 
point of interest is, as we shall see, ги о 
the siblings of a loss-of-contro ae of the 
belonged to the other type while ed of the 
siblings of the inveterate drinker (nl likely 
loss-of-control type. The асан. help. 

to accept that he is ill and in nee 


AIM 


The relatively microscopic a person 
particular aspect of dependence o ith his de 
on a substance, contrasting it be vest! 
pendence on a person, could Ie iabe on à 
these were then found to be app" ations: i 
wider scale, and with due ae analyti 
circumstances differing from both which I 
setting and the specific addin cdi served № 
examining, this paper would я pati 
purpose. I further have in ppt by tr 
with personality structures, as $ $ symptom 
ference phenomena and qud becom. 
which suggest to me that they wr en 
alcoholics, and also two d but ob 
against whose relatively mil ompeti 
drug addictions I have been © E 
years. —" tbe b и. 

There is no reason to cons! my readin 
of my own experience and iat analys ai 
the psychoanalytic literature Št majorit с t 
the treatment of choice for the e^ the 9t be 
alcoholic and other addicts. thing oo 
hand I have some hope that ore seem 65 
learned from failures. This W eoat w 
ally likely if factors could edem sta 
have made some patients У 
their addiction under analysts. 
Р. 38) wrote: -— cari gs 
In my psychotherapeutic prac me f T 
years I have met with a fair n ssion OF e | 
Which made a far deeper M me succ? 
my successes. Anybody S IN primitiv 
psychotherapy, starting with he psy” 
cine-man and faith-healer. T WB 8 
learns little or nothing from pis mist ney 0 
they chiefly confirm him 1n Ба use 
failures are priceless espere 
only open the way to a смена 
modify our views and methoos. 


ion ofa 


= 
~ о = 
= = oo 
— ee © 
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These statements contrast markedly with the 
жен of published failures by any psycho- 
a pist—it does not seem in keeping with a 

lentific attitude to leave to one’s detractors to 
е one's failures and to justify one's 

A ethads by returning the compliment. 
tat Eo point regarding management and 
Roens needs to be made in this connexion. 
Psychos (1960) mentions the scarcity of 
ei ths i ina literature in the last 20 years 
bus: онаш of drug addiction, and attri- 
regard e to “it being a difficult problem’. I 
everyon jl as an understatement. He, like 
accepte d e Se, agrees that such cases cannot be 
аба ‘once at least temporary residence 
View als Ing home or hospital, which in my 

em : applies to compulsive drinkers, ie. 
is ind o have to go on until physical illness 
Knight uced. But Rosenfeld disagrees with 
лабо a who says that orthodox 

at he ee is of no avail and states 
modif | osenfeld, found it unnecessary to 

d T Ed usual analytic approach. One may 
ments i cult to combine these two state- 
School a I think that analysts of whatever 

mit a into two groups: those who can 

оге co и and those who draw 
cessit miort from asserting that there is no 
than ds modify. Going by private rather 
ое aed communications, I am in- 
in prac he view that the two groups vary less 
W Benen than in their published statements. 

Wever ; position and view we adopt and 
о и we are concerned with psychic 
toms, o ather than the elimination of symp- 
Wi Pe. has to agree with Menninger (1938), 
Suicide med alcoholism a form of chronic 
freqy Би and one has to remain mindful of the 
Supe, wee With which acute suicidal attempts 

ne in compulsive drinkers. 


a 


A CLASSIFICATION OF 
fter TRANSFERENCE PHENOMENA 
that | 80те hesitation I gave up the hope 
here ise present a well-systematized CO- 
Ambi 160гу, and decided it would be less 
"5 and possibly more truthful to pro- 
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ceed more or less in the chronological order in 
which I learned about these matters. These 
include what I have taken over from other 
schools into my own frame of reference, 
that of analytical psychology. (What I have 
arrived at is therefore unlikely to satisfy 
purists.) 

As I have already referred to the analyst 
who cannot be ingested and to my having had 
to compete with patients’ drugs, it seems 
logical to mention first how much I have been 
impressed by the applicability of psycho- 
analytic and notably Kleinian contributions 
regarding orality, greed, sadistic impulses and 
early ego-splitting which Rosenfeld (1960) 
particularly and rightly emphasizes. The rele- 
vance of pre-analytic observers like Janet and 
William James fell into place as I went along. I 
am thinking of Janet's remarks on the inter- 
changeability of over-eating and alcoholism as 
well as other habits due to 'sentiments of 
incompleteness’ and James’ remarks regarding 
the relation between alcoholism and religion 
which I hope to put into persepctive, also the 
well-known symptoms of craving for specific 
foods and other objects which lead to spending 
sprees and debts and frequently precede 
drinking bouts. 


The dependent transference 


Dependence in analytical usage implies of 
course regression to infantile fixation points, 
thought processes and ego states. As regards 
thought processes the splitting of objects— 
which include people except that when so 
divided they no longer appear as people—into 
ideally good or totally bad parts is very evident 
in all the reported material, but it seems to 
except the analyst himself, who is treated as if 
he were what he may well desire to be: a 
benevolent neutral. However, in the patient’s 
fantasy he soon figures as an anonymous 
servant who is being taken for granted and 
who could be dismissed at short notice if he 
failed to give satisfaction. I am using my 
metaphorical description of patients’ fan- 
tasies in order to indicate the defence of denial 
of dependence which dates back to a time when 
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omnipotence of thought was necessary i 
order to combat infantile helplessness = 
anxiety. (The restriction whichI have ie depen 
on myself to preserve patients’ anonym! y ~ 
the one hand and the absence of an agree 
connotation concerning levels of abstraction 
on the other make expression by metaphor 
indi le. 
eem the phenomenon of denial of 
dependence as well as that of reversal, i.e. the 
analyst-servant being dependent on the patient 
who is master, breaks down when the analyst 
decides to go on holiday. The pattern familiar 
from other cases whereby the patient finds a 
reason to absent himself just before the analyst 
goes away or as soon as he returns, showing of 
how little account one really is to the patient, is 
not good—or, I should say, bad enough, and 
many alcoholic breakdowns I witnessed co- 
incided with my absence on holiday, but not 
with sessions cancelled owing to my being ill. 
When it first occurred it came as a surprise to 
me who had been taken in by the patient's 
denial of dependence. Interpretations referring 
to frustrations evoked punitive and sadistic 
reactions and were totally refuted. But as the 
analysis progressed and such instances multi- 
plied, awareness of dependence and all that it 
entailed dawned on the patients and this was 
liable to result in breaking off the analysis or in 
potentially fatal crises. It is therefore essential 
for the analyst to have the fullest understanding 
of what his transference interpretations are 
demanding of such patients. If they are not 
co-ordinated with the patient’s real capacity to 
take in and digest he will destroy both the 
offered interpretation and himself by drinking 
himself into oblivion. In this respect the addict 
has the actual instrument of destruction always 


at hand ina way thatis unrivalled by most other 
patients. 


Wholeness and the destructive impulse 
It is an essential assumption that the patient 
has a model of wholeness which he can invoke 
whenever the need arises. I am using a model to 
indicate that it is not a repressed content or 
an unconscious fantasy but an imageless 
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d 
pattern of behaviour which cannot be € 
in the mind. For me, the observer, pid pene 
finds expression in the € ofthear 
of wholeness. It can also 3 ken 
fusion of subject and object. In its ignit 
state it is as compelling as it is for an "c whole- 
feel mouth-filled-by-nipple; on the 22s a 
object, symbolical level images of a ina 
bisexuality express this kind of who oes d 
less primitive form and are prm kind 0 
source of impulsive behaviour int 262). 
patient I am discussing (Jung, ! 
The alternative to this wholeness int about 
with the ideal object is fusion ur 
by a state of non-being ог edd 
sciousness, in the sense of di em itutes 
between ego and object: I and Yo деле 
a separation, an absence of м 4 to erable 
which on an infantile level the ог У eount ot 
alternative is non-being; this woul "iilo 
the alcoholic's well-known and w 
tation for self-destruction. One ©. oe | 
teristics of the compulsive ppt - 
striving for perfection. When = espai" a 
his taking to drink is an act © 


d rep" 


inability to bear his limitations. ages f T 

In his studies on archetypal а and 
self in relation to Christian Sy (19 51, = 
particular the crucifixion, Ju B ido Е Е 
mentions the opposite characte an (У 
the conflict between perfection s 


vin 
ionate SU! 
pleteness and how the passiona f 


à ne 
perfection (‘which constitutes, "E in the 7 
strongest roots of civilization ж «perfect! 
to yield painfully to completent “mash s 
for Jung (1952, pp. 395-9) а always i 
desideratum and by its Pa pinine Pogy 
complete, while completeness, | сотре! 
ciple, lacks perfection. They ar 
to each other. AC с 
For present purposes I an integ" yant 
pleteness with receptivity е 
allowing the other to exist an ^ 
Integration does not only ™ 
and assimilating projection? ct » 
1948, p. 30) realization of the ^ peeling 
unconscious contents and t P 
In other words, the realization 


Transference phenomena in alcoholism 


i subject-object relationship and the 
scious acceptance of conflict. 
и of these remarks to the point 
оа 8 y» Iam adopting is, first, that there 
Tees и“ са complementary relationship 
Fried he compulsive and the inveterate 
whom а which the former envies the latter 
rmi erm as if in blissful incestuous union 
tithes € ich he experiences envy and some- 
i di gum hostile attacks. The envy is 
Gomme ei but my experience of in- 
Tethürke Irinkers is too limited to be sure. My 
ings su in the introduction concerning sib- 
Bina a such a complementary re- 
fit, of a e so does the model of the perfect 
that it E geless wholeness, with the difference 
instance E^ felt to be complementary as, for 
Would in pun my mouth and the nipple 
compulsive y. In addition, I found that the 
Sees ra drinker sees the analyst much as he 
Satisfieq poer drinker, replete and self- 
Perfection ks a full bottle. His striving for 
Myself are st aun in the drive to ‘do it all 
is Strivin than anyone else’. But beneath 
tinker’s g is the bitter envy of the inveterate 
ing is i and unrepentant ‘еуегу- 
Banda d done for me' state. 

Timitive i have come to view the model of 
said to be \oleness, in as much as it cannot be 
Priority a in the patient's mind, as taking 
actua! а ver the analytical reconstructions of 
lengeg sag in infancy. This model is chal- 
Point x the analytical situation. The only 
e, E he importance which I shall 

Aper, is b n fact the reason for presenting this 
that m ased on this view.* This is not to say 
strug ыы characteristic psychological 

Sdu Was not to a large extent shaped by 
оцат P8 infancy. But when and how these 
fea а into the present by means 
thio Struct аи or the transference used to 

А e past is the crucial question. At 


Poin 
* tI want to refer to a paper by Rubin- 


so... Walton’ 

cont — 5 (1968) investigation based оп рег” 

Ww Sive Е showing that the loss-of-control or 

һа 9 s ict is more hostile and more 
ings, is impulses is in keeping with my 


317 


fine (1967) in which he cites the case of a 
woman suffering from depressions and com- 
pulsive over-eating. He concludes that the 
reconstruction of traumatic events was the 
least significant of the several themes in the 
analysis. The central achievement was the 
reconstruction of a childhood ego state. It is 
clear from what Rubinfine has to say regarding 
memory, ego states and schemata, according to 
which sensory data are perceived and repre- 
sented, that *the past' to which analytical 
contents are so often referred is a more 
complicated affair than we like to think. But 
when Rubinfine writes that ‘а part of the ego 
remains outside this process, observing..." 
and refers to ‘the “controlled regression” 
typical of the analytic process’ I know that he 
is not writing about compulsive drinkers. 

If one wanted to emphasize the personal 
historical or ‘genetic’ contribution to the 
model on which his personal fiction, his ego- 
ideal, is based one might say that his life’s 
motto is ‘death or glory’. On a deeper level it 
is death and glory, the combination symbo- 
lizing that kind of wholeness which Jung 
(1924, p. 325) in his earlier work called *the 
merging of subject and object as the reunion of 
mother and child". James (1902, p. 388) 
wrote after taking nitrous oxide: ‘The keynote 
is invariably reconciliation. Itisasif the oppo- 
sites of the world whose contradictoriness and 
conflict make all our difficulties and troubles 
were melted into unity’. My reason for giving 
these quotations is to underline how easy it is 
for the analyst concerned with transference 
reconstructions and defence mechanisms to 
forget the addicted patient's passionately 
being in love with anillusorystate of wholeness, 
as if it could be produced like an all-powerful 
genie out of a bottle. It is useless to enter into 
direct competition with this fantasy-creation 
even if the means of competing are called 
‘analytical technique’. When he is aiming at a 
conflict-free state the patient cannot be 
reached: unconscious splitting into ideal and 
persecutory objects and therefore of his ego is 
essential for the preservation of an illusory 
wholeness and omnipotence. When you try to 
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interpret this he may appear to M dag 
actually fall asleep or resort to going o 
different tack like the recounting of sy: mptoms 
to which you have to listen. When the patient 
has alcohol inside him, the analyst is forced је 
the sobering realization of this. State о 
affairs. If he goes on to interpret, his attempt 
at disillusionment will be felt by the patient as 
persecutory and may result in abusive re- 
sponses of which he is only capable with the 
help of alcohol. "m . 

This brings me to a brief discussion of the 
destructive phenomena in the analytical situa- 
tion which are usually only expressed by 
symptoms, perhaps an occasional slamming of 
the door at the end of a session, or in letters. 
Interpretations and “working through’ in the 
analytical session are firmly resisted. Guilt and 
anxiety about the possible eruption of hostile 
impulses show themselves often in bodily 

symptoms before and after the session and, in 
particular, in the way in which the compulsive 
drinker between bouts is meticulous about the 
time and money conditions of analysis—he 
must never put a foot wrong. He feels so bad 
about his wish to be destructive toward the 
analyst that he has to deny for as long as 
possible that he has resorted to the rival, the 
bottle, thereby destroying in fantasy every 
ounce of goodness in the analyst. I agree with 
Rosenfeld (1960) when he says that a drug 
“symbolizes an ideal object which can be 
concretely incorporated’ but this next state- 
ment, ‘He is then blissfully hallucinating an 
ideal object and feels united or identified with 


it’ may only be applicable to the inveterate 


drinker. The compulsive drinker who is 


desperately and anxiously seeking oblivion is 
not in a blissful state. He begins to drink when 
the reality of his limitations and his de- 
pendence on others, especially the analyst, are 
eroding his apparent omnipotence. It is true 
that with the first few gulps there may be а 
feeling of triumph as if he had stolen the for- 
bidden fruit, but this is nof bliss and in any case 
only momentary. The subsequent remorse 
about having destroyed the analyst's goodness 
is one of the most severe psychic pains 
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m 
imaginable, and the contempt he eer n 
self equals the contempt for the e i humil 
has incorporated and by which he ee self out 
ated. Therefore he has to knock =o ручка 
and cannot stop drinking until tota Fett 
incapacity and illness supervene or ide in 
comes to the rescue. Attempts at 5 i 
this state of remorse and Su | 
very understandable; ће is now g d object 
almost total identification with a ba ffer the 
the destruction of which seems € one 
only route of escape. Bearing this nterpretilg 
begins to see why all attempts ke 1 ence mé t 
the negative, destructive trans Other peop! 
with such determined resistance. c breasts’) 
mainly those who are the hands and wit? 
that feed him, may be attacked open : not, 855 
violence in the intoxicated state; О расой a 
rule, the analyst who has begun to те are WO 
a container for the patient. bead at of? 
aspects to this function, the first pjec 
receptacle for excrement, the the result 0, 
which constantly accumulate as ot Ti 
splitting and which have to be 5 алув } 
somewhat unflattering for the 
highly necessary for the pu o 
I recount all this in suppor arly 9! s 
contention which is that toO yof P s. 
insistent transference sam i transfe en 
dangerous as unawareness of t оз 
in the case of alcoholism. pepe the vse 
early awakened may not only Г make ^ ple 
i nts to) M? Jer 
patient has to (not want with i to 
analyst, but also load him er СУФ 
guilt, thus precipitating anot 
morse and need for oblivion. 
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Container and cont . 
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These are words which a 
Jung’s paper on marriage oe wit 
relationship (1925), and alse. 
tions which Bion (1963) uses 11 he та 
system of connotations s mm 
analysis. The only bit O d 
between the descriptive an zi 
use of the terms is that ive ut ea ip j 
tained are unthinkable with relatio” 
and that in any апајунса 
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ime repression the words automatically 
vm DNE and child. In a patient in whom 
ater ei relationship is re- 
B com Amagelessly as in infancy, the analyst 
ны should function both for the 
lend a tr a of worthless material, as 
on dh i also for ingestion. His inadequacy 
Mikes it iteral level is unforgivable and this 
ыы for the patient to prove his 
interpre : yto the analyst by defeating his verbal 
the anal ations (Bion, 1962, p. 6), while use of 
efore ie 5 lavatory and the taking of snacks 
Way this ie after sessions are resorted to. The 
а У је ани done in my experience of 
interpretar; is also to store up the analyst's 
accusations о and to quote them back as 
Superego 5, thus projecting his punitive 
instrument cr the analyst, making him the 
wever of the patient's attack оп himself. 
only lend it is no use telling him this as it 
attack а id new fuel to the vicious cycle of 
doubtful wh self-punishment. In fact, it 15 
container ether words as such can reach the 
аа thin -contained situation when it exists 
th lace in itself, an undigested fact rather 
наь 1905 ог, to use Bion's terminology, a 
Psych alo nt (the equivalent term in analytical 
about ВУ Would be archetype as a concept 
arg one of behaviour rather than 
San а га imagery). It is for this reason that I 
Stateme ce with Kessel & Walton’s (1965) 
ingi, tot that many alcoholics fight shy of an 
treatment relationship and see 


Why ‘dual 
eee therapy is the more acceptable 


Alternat 
nt Р 

Мас os Circumstances I have given a positive 

qat in analysts vulnerability. We know 

hea а Y patients find it a great relief when 

um A * has a cold, is otherwise indisposed 
ба e eu. This relief is usually 

NL s à defence, as a reversal mecha- 
ich Owever, on the primitive level on 


8 on tl с 
tp taineq am , Considering the container- 
the N, the veelationship, there is no differentia- 

Е vo are interchangeable. In this way 


ty ‘Чаузь wi 
gU E 8 vulnerability, including his ability 
“ер ы. admit mistakes, confirms and 
Patient’s state of non-development 
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constructively. It also arouses a positive 
countertransference affect without which—in 
my submission—no containment and no psy- 
chic growth takes place in analysis. It is, how- 
ever, even more important that the analyst as 
container, although vulnerable, should not 
break down. In practical terms this means 
living with the addicted patient through a 
series of crises which transforms the imageless 
model into one with imagery and or memories, 
making a therapeutic alliance and further 
analysis possible. Integration can gradually 
take the place of the suicidal wholeness. The 
transition is, however, slow and painful for 
both parties. Some analysts would regard what 
I am describing as ‘preparation for analysis’, 
thus distinguishing it from ‘the pure gold’. I 
do not think the distinction is tenable. 


EXTRA-ANALYTICAL ATTEMPTS AT ACHIEVING 
WHOLENESS AND THE ANALYST’S NEGATIVE 
FUNCTION 
I could have stopped at the end of the 
previous section if it were not for the fact that 
we have to look at certain activities of the 
atient as transference phenomena which are 
also—like the symptom itself—attempts at 
achieving a cure. There are, for example, the 
attempts to find wholeness by means of over- 
work or having an affair. (Both are very 
popular and need no exposition.) Then there is 
religion and Alcoholics Anonymous (A.A.) 
and I hope I shall be forgiven both for lumping 
the two together and for looking at these often 
much more successful means of therapy from 
my limited point of view. The religions, or at 
least the Oxford Group foundations of A.A., 
may justify the juxtaposition but it must be 
clearly understood that this aspect of religion 
is quite different from the mystical experiences 
to which I referred earlier on and from religious 


conversions. 

Sessions (1957) observes how the frequent 
rebellion against orthodox religion neverthe- 
less often fails to eradicate the deeply im- 
planted guilt and conviction of unworthiness. 
He gives credit to the tolerant and truly 
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‘spiritual’ religion which A.A. promotes. How- 
ever this may be, it is easy to understand that 
the need for attacks on the container is 
obviously lessened by the status of equality 
with the contained person: to accept help from 
a fellow sufferer. Neither the container- 
contained nor the perfection-completeness 
opposites are evoked by this situation. On the 
other hand, the religious element in the 12 
steps of A.A. specifically demand the recogni- 
tion as a ‘power greater than ourselves which 
could restore us to sanity’, thus taking care of 
any envy of omnipotence and invulnerability 
which the projection into an analyst would 
produce. The 18th-century prayer adopted 
by A.A.— 
God give me the detachment to accept those things 
I cannot alter; the courage to alter those things 
which I can alter; and the wisdom to distinguish 
the ones from the others 
—could not be better designed to facilitate 
the differentiation between omnipotence and 
reality. Together with the A.A.'s injunction 
to think only of the next 24 hours, it cer- 
tainly expresses the pri 
ideas of perfection 


t the same thing, 
с confessions are 


eness, the journey 
to rebirth and the 


another bit of knowledg, i 
to bear without becom 
that by his failure—if 
analysis may be regarde 
patients (I only know o 
helped indirectly to achi 
in respect of abstinenc 
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that analysts could with advantage modify es 
А.А. prayer for their own use and change » 
last sentence to *and to recognize the indic 
tions and contraindications for сан == ва! 
A different type of negative ana Tos 
function in the interest of therapy is n wii 
by Jung (1963, p. 142) in a case of pup A 
The patient was a man diagnosed rali 
Americancolleagueas ‘alcoholic n help 
and ‘incurable’, Jung diagnosed with t e vii 
of association tests that the paient Jex. 
suffering from a formidable mother co а the 
His mother, a very powerful woman, Patient 
owner of a large company in which pa was 
occupied a leading post. Whenever and he 
with her she interfered with his — Jeave 
drank too much, yet he did not ac prie 
‘the comfortably warm nest’. У drinking 
psychotherapy the patient stoppe ing t0 his 
and Jung warned him against return! compl!) 
former situation, which the per mothe | 
did, with the expected result. Som the 501 
came to see Jung, who realized bu not hav? 
had to contend with’ and that he aint апай 
the strength to resist. Jung decided rote out? 
of force majeure was indicated. He ai o the 
certificate—behind the patient's pem the 
effect that he was incapable of ae endi’? 
requirements of his job and reco of coU. | 
his discharge. The patient ав. 
furious with Jung, but left his m at 5 
and struck out on his own with alwi CO igh 
which Jung learned from the grate Jung ri 
former alcoholic. Nevertheless about 
that he had a guilty conscience ich 


a 
patient and his own ant ett 
would ordinarily have qutt ons al 
and, we may add, nobody iy anal y 
analytical. Although based 9 g tiv? gn 
insight, Jung’s procedure was h ге? ей 
terms of the analytical situa sion Fic 


for quoting it is that, in my SU uts ЊУ ра 
‘the strong horse pill’, as Jung P^ ^ ed 
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he administered would not advance ра! 
the patient not had а eng name 


H .. П 
unconscious image of whole! 
of incest. 


| 


| 


Transference phenomena in alcoholism 


DISCUSSION 


i смена of addicted patients are capable 
sS be transferences in the analytical 
Беја 5, but, as regression occurs, the analyst is 
or ur able to be a good enough substitute 
Shieh Penis ess model of wholeness with 
: € patient's ego is fused, nor can the 
ert go on imagining that he is self- 
" cient. At this point he resorts to the bottle. 
“oe which precede this indicate that the 
men oe to feel that the analysis is his own 
similar 1 he psychopathology at this point is 
api that of narcissism as described by 
Portanc | (1964). The point of practical im- 
Which © is that transference interpretations 
Slice make the patient aware of his depen- 
ms the analyst can trigger off the well- 
ni Pere se Fora modicum of integra- 
Patient Occur it seems to be necessary for 
as analyst to live through dangerous 
importas crises. I further suggest that some 
Urin nt interpretative work can be done 
8 crises provided the patient allows one 
под Present when ће is just conscious 
Built brun thus to lessen the feelings of 
analyst т Temorse about having destroyed the 
5 ire tis only at these times that the archaic 
imitive 0 rresponding to what I described as 
tained is Wholeness and container and con- 
holdin Teached. The patient’s usual way of 
Keeping 9n to this state is by splitting and by 
ont = ae analyst and himself consciously 
Can P ie Side of the split. When this defence 
and de nger operate and the patient’s misery 
Potenge Фепсс so obviously belie the omni- 
the an i? mptomatic of primitive wholeness, 
the fip S'YSUs helpful presence and actions are 
Bing. 80 essential interpretations. Next, an 
the ра 5 admitted vulnerability is required for 
anal mee take his essential share in the 
quali a Situation; he is helped to realize the 

i Sie. Container and contained. 
“Need о Spoken about the model being chal- 
of "reactivated by the two-person setting 
Not a Itis necessary to add that this does 
Ain See On the awakening of something 
Prenatal memory, as Little’s (1960) 
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“basic unity’ seems to do. I would incline to 
Freud’s view when he writes (1937, p. 265) 
that ‘constructions can achieve the same result 
as a recaptured memory’ (which, as he says, 
cannot always be recollected). However this 
may be, the important point here is that this 
model of wholeness which goes with an 
archaic ego state has not been abandoned by 
these patients who are forced to return to it. 
They render themselves helpless. This is the 
critical condition which offers a therapeutic 
opportunity not be missed. 

The next practical point is that the com- 
pulsive drinkers I analysed did not seem to 
have had an adequate experience in infancy of 
what Winnicott (1951) called ‘the first not-me 
possession’ (better known as ‘transitional 
object’). If transferences were verbally inter- 
preted at this stage, the * not-me' aspect would 
certainly be underlined for the patient, but at 
the expense of the ‘possession’ part which is 
still essential to him and is likely to remain so 
for a considerable time. By postponing some 
verbal interpretations at this point the analyst 
can be of use by letting the patient experience 
him as a ‘not-me’ possession. 

From my point of view alcoholism may be 
seen as a symptomatic attempt at self-cure by 
the patient's diving in to the depth of his being 
out of which he cannot get unaided. On the 
other hand, he cannot bear his need to depend 
directly on one other person. 


SUMMARY 


Transference phenomena and psychological 
mechanisms which were observed in three com- 
pulsive drinkers have been described and classified, 
and some parallels were drawn between these and 
other types of drinkers and addictions. It was found 
that a difference between verbal content and ego 
state was the rule rather than the exception in these 
patients, at least during the part of analysis when 
drinking signified a splitting mechanism. Oscilla- 
tions between schizoid and depressed or manic 
phases were also characteristic. 

The method of presentation was by metaphor 
instead of illustrative case material and a theoreti- 
cal framework has been constructed from several 
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psychodynamic sources in the hope that the com- 
bination would be good enough to convey the 
essential findings and their possible application in 
practice (see discussion), as obviously only a 
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Religion in relation to personal integration* 


Bv H. GUNTRIP{ 


rw zd of this Memorial Lecture to 
tö eiu № Rees, ' Religion in Relation 
мен, onal Integration , indicates one of her 
to “tka renty, It is a formidable task to try 
ivin ~ together’ two great areas of human 
ther F n oe I am deeply interested, psycho- 
any x dune religion. But I must first rule out 
lalk abo nderstanding of what Iam going to 
ewish e I shall not discuss the Christian, 
any pi lindu or Mohammedan religions, or 
Particul gous cults or creeds that arose in 
oda = historical and cultural conditions. 
of tise : € can all share in the gifts to humanity 
har eat seers, Jesus, the Buddha, Socrates, 

5 teg. Confucius, and many others, 
Material eyond that obsession with purely 
‘Gettin ends, described by Wordsworth as: 
Powers м Spending, we lay waste our 
Place tha he world today is a much smaller 
come Е It was 100 years ago, and it has 
of our еч оге possible for us to think in terms 
5 say mmon shared humanity than it was 
hour D 1800. Then, most individuals 
*istence e the world hardly knew of the 
and the dnd any other culture than their own, 
st ha поп in which they were brought 
ты Seemed the only religion. Today, 
ether dee and air travel have brought us 
Ochiali Tom every part of the globe, and 
think in ism is impossible. We must learn to 
8x rien, terms of the fundamental realities of 
being, те in which we all share as human 
hum h religion, then, I shall mean a basic 
it ma, C *Perience which, however differently 
Places i expressed in different times and 
За essentially the same for all men. 
У ce of what?’ is the question we seek 
Г 
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wen "d aiemingway Rees Memorial Lecture, 
“ntal is Y 7th International Congress of 

3 Depang hs London, on 12 August 1968. 
Ment of Psychiatry, Leeds University. 


to answer. I want to explore the fundamental 
nature of the religious experience as such. 
First we may note that if Freud did not con- 
tribute much to the question of the nature of 
religious experience per se, he did show that 
there are neurotic forms of religion which are 
an essentially infantile longing for a lost 
Mummy and Daddy. If, however, we dismiss 
all religion because there is such a thing as 
neurotic religion, we are on dangerous ground, 
for there are also neurotic forms of politics, of 
art, of marriage. Fairbairn once said to me: 
‘If we psychoanalyse everything, what will 
there be left?" We cannot dismiss anything 
because it can be neurotic, for neurosis is 
simply the disturbed and anxious expression 
of normal and ineradicable human needs, a 
distorted expression of human truth. It is the 
investigation of neurosis that has taught us so 
much about what is normal and basic for man. 
We cannot draw any hard and fast line between 
the normal and the neurotic; do not all of us 
partake to some extent in the fears, anxieties 
and insecurities that man is heir to. The 
chronic uncertainty of the very disturbed 
human being as to his viability as a ‘person’, 
itself throws a flood of light on the essential 
truth about human nature, and is one of the 
facts that can throw light on the nature of 
religious experience. Freud was precipitate in 
discarding religion because he found neurotic 
forms of it. But he did say definitely that his 
atheism was not part of psychoanalysis. If 
religion can express neurotic dependence, 
atheism can express equally neurotic inde- 
pendence. There is no easy negative solution 


of our problem along these lines. 
However, a scientific education still tends to 


make people deny any kind of reality to 
religion; and to regard the human needs 
traditionally met by religion, as met now by 
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political creeds, scientific knowledge or philo- 
sophicalinsights. I shall not spend longarguing 
this point, but be content with two references, 
the first to Bertrand Russell. This eminent 
philosopher proved to his own satisfaction 
that man is merely an insignificant accident in 
a purely mechanistic universe, knowable only 
by the methods of impersonal objective 
scientific experimentation. Man is Wholly with- 
out any intrinsic meaning and value; indeed 
meaning and value are non-existent in the 
scientists universe. But when Russell turned 
from scientific theory about the universe to the 
practical social, political and moral problems 
of our daily living, he found himself resolutely 
championing the rights of individual human 
beings to be valued, respected, left in undis- 
puted possession of their intellectual and 
emotional liberty. According to the ‘ Rights of 
Man’, no totalitarianism has any moral or an 
other kind of right to ride roughshod over the 
individual's need for freedom to befully human. 
But this does not agree with the view that 
human beings are meaningless accidents of no 
value whatever, Russell could not have it both 
ways, and had the courage to say that if we 


elieving in the Sacred 
be respected as persons 


human fellowship, is yto destroy us 
than save us, with its nuclear missiles and its 
horrific annihilating germ warfare Weapons, 
What disturbs many scientists today is that 
their discoveries are so quickly harnessed to 
destructive ends. We have to consider Seriously 
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the possibility of some group of а. 
psychopaths, who can so easily seize po dae 
the political field, recklessly певца 
tructive forces that could not becountera rin 
There is no reason in science for this is 
happen. It would merely be another mean 
less event. :ence 
But it would be irrational to blame ciens 
for what is not the proper business gi ihe 
We have to move beyond science ум the 
realm of moral and spiritual values to its p 
forces that can control science: and t ћ an 
are in the field of both mental pen 
religion, and find the two eiie in 
separated. If we do not define menta in some 
à narrow medical way, nor — it in its 
particular sectarian sense but take conside 
universal meaning, then we may are 
Whether mental health and religion pesa 
two closely related ways of looking P icgratio? 
thing. It is relevant here to define end uf 
and ‘maturity’. The term ‘integrati health” 
title is usually a synonym for visio? an 
the sense of outgrowing internal shiver” 
conflicts, split-ego states, a aturity 
of a fully functioning ‘whole’ self. ед’, 
is defined in dictionaries as fully норе 
“perfected by natural growth . Psy of oud 
I suggest it means the realization relatio! 
potentialities as persons in d or mat 
ships. None of us ever are integra ci 8 
in those full meanings, but they n 
goals to have in mind. It may Ith an 
integration, maturity, mental ће е А 
gious experience are all closely ferent? 
I will illustrate this by а pes те? 
American psychoanalyst who Р esti 
We discussed our analytical inter in а 
he said: ‘I am a Jew, brought TE айне à it 
dox Jewish religion. When tloo 
doctor, I felt my scientific = vio 
impossible to believe the ort "hic 
could not become an eat ise 
being negatively dogmatic an elf an 26 
provable. I decided to call уза ned fury 
and suspend judgement till ín Faith 
experience. Then I came pen i 
book on psychoanalytic object” 
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and your expositions of it. A group of us 
Studied this approach which put the nature of 
Personal relationships in the centre of the field of 
"t ag I then found that some of us were 
celing that Freud's atheism was getting old- 
sie and out of date, and we began to 
fact d the whole subject. We started with the 
E at all through human history there has 
sae m EM called * religious experience 3t 
this ne es trying to find out what it is. We feel 
lios Psychology of ‘personal relationships” 
Ost likely to throw real light on the matter.’ 
subject seems to me a valid approach. Our 
аб Religion in Relation to Personal 
po . The finding of present-day 
gration relations theory’ is that personal inte- 
Of lov; I$ a function of growth in the medium 
i S personal relationships. Since religion 
relatio AMAN ай experience of personal 
interpret "IP, which extends the ‘personal’ 
Бае ‘ation of experience to the nth degree, 
ао both man and his universe in one 
fully i ul whole, the integrating nature of 
*veloped personal relationship ex- 


Petience į 
„Пе, is our most solid clue to the nature of 


elio: 
cal ys experience. It is not my business to 
Problems Philosophical and metaphysical 
с » but to examine whether psychology 
сну апу light оп the nature of religion. 
"8 this I am not using a circular argu- 
Peri, Aning integration as religious ex- 
45 inte о then treating religious experience 
"late, nion: I see both of them as closely 
Procesy anifestations of the basic development- 
Perso of human living, which is a process of 
Split “relating at every stage. A personality 
mM ears and hates cannot relate con- 
human ui (0 any environmental reality, 
Utero, Uiversal. Fears and hates are only 
b Wn and а healthy ‘wholeness’ restored 
: hn. uence of a healing or therapeutic 
«lation 1P. Personal integration and personal 
Just, SPS are а beneficient circle in fact; 
ising deteriorating relationships and ego- 
clas ation form a vicious circle leading to 
о ж; < breakdown, The conflict-ridden 
Могу S8ling to relate may fall victim to 


And regressive forms of both human 
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love and religion. Someone must offer us the 
real thing before we can make use of it. But 
integration is a product of personal relationship, 
and, as I see it, human love and religious ex- 
perience are two levels of this same basic 
phenomenon. 

Can there be integrated personalities not 
related to loving personal relationships? That 
needs study in depth. Integration is not an all 
or none matter. Mostly we are more or less 
integrated, achieving such partial degrees of 
integration as we can, using whatever suppor- 
tive good relations come our way. Integration 
is not the same thing as a life unified on a 
conscious level by devotion to some exclusive 
interest or life-work. That is possible along 
with a lot of hidden tension. Psychological 
integration must include a sense of inward 
peace and poise, of wholeness in depth and the 
security of inward unity. We all dimly sense 
the possibility of this in our most self-fulfilling 
moments. In psychodynamic terms, this is our 
natural pathway of development, when we 
have the good fortune to grow in good per- 
sonal relationships from infancy onwards. Is it 
not what religion describes as *the peace that 
passes all understanding’, an experience in 
which the individual and his environment 
cannot be separated, for it includes a marked 
sense of security, which can never be found in 
isolation. 

To discuss religion, we must establish some 
common ground as to what it is, not in terms of 
doctrines or organizations but of facts of ex- 
perience. We must isolate the essence of 
‘religious experience’ as religious people 
describe it, and might take the mystics of all 
religions as our guide; and bring to bear on 
that, any relevant psychological knowledge. 
This will not be behavioural or experimental 
psychology, or psychobiology, but the psycho- 
logy of ‘ personal relationships’, which psycho- 
analytic ‘object-relations theory’ Presents as 
the medium of ego-growth, beginning with the 
secure infant with the loving mother. It is an 
analysis of the same Kind of experience as 
religious writers describe in not very different 
terms. Freud (1927) saw that when he 
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described religion as a regression T or 
dependence, and the projection s the Ls. E 
image on to the universe. But that e А на 
scribes neurotic religion. It imore ES gea 
see this basically important. persona и ati a 
factor’ as not in itself infantile, but as the m 
tial permanent factor in our existence at a D 
stage of life, and as itself ip a mm 
of maturing that is central to all our deve. lopn en 
as persons. It is the core of all our experience in 
social life, friendship and marriage, in the 
ramifications of our cultural life and finally in 
our religion. For the purpose of this lecture I 
take ' religion" not as theological doctrine, nor 
as an intellectual activity, or an organization; 
though people who have religious experience 
must think and theorize about it, and organize 
in relation to it. I take it as an overall way of 
experiencing life, of experiencing ourselves and 
our relationships together; an experience of 
growing personal integration or self-realization 
through communion with all that is around us, 
and finally our way of relating to the universe, 


the total reality which has, after all, evolved us 
with the intelligence and motiy 


this problem: all that is mean 
God’. 

Let us now turn to the o 
title, ‘integration’, the ‘wh 
unity’ which results from 
conflicts and €go-splits. T, 
great change has come 
studies of the personalit 
Fairbairn's book. Psych 
psychobiology, Seeing us 
antisocial, 


ation to explore 
t by ‘ experience of 


ther concept in our 
oleness’ ог “psychic 
growing out of inner 
n the last 40 years, a 
over “psychoanalytic 
У’, to use the title of 
oanalysis began as a 
as victims of mighty, 
Sexual and 


the Titans in 


> the chaotic instincts with 
which our animal ancestry was held to have 


endowed us. Even Erikson, who reall 
transcended this crude theory of the evolu- 
tionary past surviving in us unmodified, per- 
petuated the idea by Suggesting the Centaur 
‘with its human top and its bestial under- 
pinnings’ as the model of human nature, 
Freud was at least logical when he Stated that 


the unconscious’ 
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stincts left over from a pr They operat? 
basic organs and functions persis e biologic 
in a far more complex product ies” that 
evolution. We have ‘human ral instinct: Th 
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concept of ‘instinct’ is now widely airbai? 
not useful in human ere ^ 
only used the term adjectiva dientes 4 
“dynamic patterns of activity ile 1258 
terize human ego a dulci behave 
nizing certain biologically outgrowing 
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motivating entities determin Р 
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entities’ and their control, on 10 o, the core jin 
of how we begin to grow e A Re this gro) - 
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personal reality is rooted in t t with the то 
ment of personal relations: fir е purs, sch 
then the father, family, neigh en] 
the ever-widening world а" 
dynamic science is not noW 
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Wie really began with Freud himself, 
ind E 1920, he centred his concern more 
с те on group psychology, and the 
: ysis of the ego in the field of human 
elationships. 

wie смене of thought is responsible for 
It belon € from instincts to personal relations. 
8 ан. to the cultural tide flowing today as 
thinkin n ня the depersonalizing type of 
tiim aracteristic of physical science, as 
bs le for studying ‘man’ as a ‘person’. 
the Toe Harry Stack Sullivan, as early as 
With the ie rejected human instincts’, worked 
‘ oncept of a biological (not an animal) 


Substrate of i 
ersonality’ 
PSychi vd personality’, and then defined 


the st 
en of processes that involve or go on be- 
People. . . the field of interpersonal relations. 


Thi s 

socia pe d America to a great flowering of 
biology y AME We do not, of course, reject 
ес aiti = is rejected is * organicism, 
согу, We iopsychology' as an explanatory 
disciplines. reject the confusion of different 
iology bi E hysics must be physics, and 
e Беноа ову, and psychodynamics must 
Somatic a. the study of the psycho- 
just « ole of human beings as ‘persons’, 

‘Obi organisms’. 
5 multe elations’ thinkers in Great Britain, 
deeper in by Melanie Klein's work, went 
пенса our inner psychic make-up than 
Cause ieee psychology did, largely be- 
агау ex vais in stressing the interpersonal, 
Sa Plored the intrapsychic. He studied 
Clearly nt on between people, but not so 
"lani ка went on inside the individual. 
the ing ein achieved a new kind of analysis 
те world of our unconscious, not as a 
s eak und where primitive instincts fought 
wi as ап a from ego and superego control, 
t5 See it nternal world of ego-object relations. 
dee thee diens and childhood fan- 
ga ife as we live a highly personal subjec- 
goes or relating to either frightening bad 
у ау mo ee good ones; the child's 
Sars late icked witches or fairy godmothers. 
T we find adult patients haunted in 
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nightmares by images of persecuting parents 
many years after they have died, and see how 
dependent this makes them on protective 
relations with helpful people in real life. Only 
socan they survive the deep-seated depressions 
and despairs that arise because they feel tied 
in their deeper mind to bad unloving per- 
secuting persons belonging to their child- 
hood. 

This kind of psychology, developed by 
Klein and Fairbairn, is now taken back to the 
very beginnings of the growth of the personal 
ego by Winnicott. He describes how the 
mother’s ‘primary maternal preoccupation’ 
with her baby enables her by profound identi- 
fication with this little being who began life as 
part of her, to know intuitively, in a way that 
the scientifically trained doctor or psychologist 
cannot know, what her baby is feeling and 
needing. She provides for him a near-perfect 
environment of love, care, understanding and 
valuation. Winnicott holds that the baby's ego 
is as weak or strong as the mother's ego-support 
is weak or strong. His work spotlights what the 
* object-relations theory" clarifies, that a human 
infant cannot begin to be an ego, self or person, 
except in the medium of good personal relation- 
ship. In a personal vacuum, an environment 
empty of genuine human rapport, the infant's 
potentiality for growth of personal selfhood is 
stunted, and may even be destroyed at the out- 
set. The baby's predicament is expressed by 
very ill patients who will say: *I feel quite cut 
off, unreal, paralysed, а nonentity.’ 

If the baby has to relate to a bad environ- 
ment, he grows profoundly disturbed by fears, 
hates and guilts. If the human environment is 
not actively bad, persecuting, frightening, but 
simply lackingin true love, devaluing, ignoring, 
then the baby may suffer an even worse fate. He 
will feel stranded in an impersonal milieu, a 
world empty of any capacity to relate to him and 
evoke his human potential. He can develop the 
worst of all psychopathological states, the 
schizoid condition of withdrawn isolation, funda- 
mental loneliness, profoundly out of touch with 
his entire outer world; so that people seem like 
‘things’ and the material world around him 
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seems like a flat unreal imitation. The deper- 
sonalized schizoid individual living n ~ 
derealized world is the ultimate tragedy, ^ ac 
of true personal relationships ar C apad 
beginnings of * personal integration' an (s 
selfhood’. In fact, we human beings cannot be 
human, cannot be 'persons in an empty 
world. For good or ill, the universe has be- 
gotten us with an absolute need to be able to 
relate in fully personal terms to an environment 
that we feel relates beneficiently to us. As one 
little girl said: * What's the use of being me, if 
nobody cares?’ In fact, if nobody Cares, we 
cannot even get a start in being a'me - Spitz 
demonstrated that if a baby is too seriously 
deprived of maternal handling, it can deterio- 
rate and die. Bowlby has shown the enormous 
importance of 'attachments to the mother’, 
Winnicott regards the basic internal condition 
of mature, strong, integrated personality as 
“basic ego-relatedness’, a built-in experience 
of being in touch, a sense of belonging, of 
being understood and valued, that arises out of 
good mothering at the start and remains the 
inner core of our capacity to face adult life 
without feelings of isolation, One of the tragic 


of psychotherapy 
manon-person. 
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Fairbairn’s work 
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expression and symbolism ac Рети 
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experience as such, which basica 5 репе ce 
change. I suggest that 'religious | * personā 
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relations experience’. They differ аё persona 
not in ‘type’, and both ane in 
integration or ‘wholeness at or in both 
which a human being feels ‘at | milieu, 
the human and the e pei belonging } 
periencing a sense of kinship an ias of min 
think it is not a natural or ip deed a start 
to experience the universe as à à 
soulless mechanism which npe meaningl®s 
personalizes us to the level © rmi proc 
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How real is the experience pies | one’s p 
living environment with E home t° gi 
life is bound up, was t scientist- be 
recently by a patient, de m S colour ый 
dreamed: *I was oes n il grey: d ko 
set. It kept fading into acu et it bac y 
want that and kept trying to E d cam 
colour. When I did it came alive orld.’ Нё 
of the screen and was the ne 
dreaming of his own dear 
personal schizoid apathy into ae 
of a real world. He ji it isn't 
think my problem was sex bu nt. What P 
would be all right if I was all rig! ofte 
is to feel like a real live person. 
the world as a screen image, по = 
world. But when І feel real, the У wor renl 
and I feel well.’ To this man pad: fee 
alien place, when he pa on that 
person himself, and relate to ! | and i? 
experience. When he felt oi x 
himself, his whole way of lil det 
around him changed and E «у use 
the end of the session he said’ аза 
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Schizoid if it goes further and tries to dictate our 
Whole philosophy of existence. 

Science is utilitarian knowledge of how to 
ei the universe as a machine. It says 
= cien the subjective personal mean- 
ades Values, the qualitative rather than 
livin Le aspects of reality for our human 
Itis мй ат speaking now of physical science. 
stated ponit to get scientific, objectively 
experi nowledge of our subjective personal 
нааж but that is the task of ‘ psycho- 
каан кне . That is a new departure for 
tional ни | cannot be carried оп in the tradi- 
sisne. га sical science thought-forms. Physical 
about +, as outside, not inside information 

lion Fis living persons. When Crick and 
of the D IScovered the double helix structure 
what NA molecule, they did not discover 

карі Ме’ is, but only the physical structure of 
t пат aa molecule that carries ‘life’. 
PossiL]e + to find a cancer-cure, and make 
existing f, angerous experiments in modifying 
Sana orms of life, with incalculable con- 

m = But it will shed по light at all on 
Petience mean by ‘love’ as a meaningful ex- 
unction Science can tell us how our body 

Xperie 5 sexually, but cannot explain the 
love, a of two people who are genuinely in 
псе oan explain why a promiscuous man 
leasure = me: ‘Sex is a much over-rated 
Seemed lik m bored with it’; nor why it 
enI = € a revelation of new truth to him 
men owe “Of course; none of your 

Pos ave ever meant a thing to you’. 

о are the kinds of facts that the methods 
tsi a science cannot deal with. They are 
ate ; * 11е scope of traditional science; they 
ultimat a realm of personal, cultural and 
different Y religious experience. They call for a 
Intuiti Kind of knowing, like the mother’s 
Standing rom intellectual, emotional under- 
This m of her baby through personal relating. 
Poetic ind of knowing is found in artistic, 
а "pe religious experience. To concep- 
Ang 2 intellectually, we need a new approach 
Write | ‘tent terminology. Erikson (1950) 
Рес, f а new kind of intellectual process 
Or psychoanalysis’. Scientific utili- 
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tarian knowledge is indispensable when we 
want to manipulate the universe, to make a 
computer or cure a disease, make an atom 
bomb or travel to the moon. Such knowledge 
is irrelevant when we want to relate to the 
universe as a living environment in which we 
can be ‘persons’. Russell Davis, Professor of 
Mental Health, Bristol, writes that for under- 
standing persons and personal relations the 
psychiatry of the text book appears to be 
capable of contributing little. Ibsen and Ham- 
let are of more interest than Mayer-Gross, 
Slater and Roth (Davis, 1968). For that pur- 
pose poetry may be nearer to the truth than 
physical science. Wordsworth wrote of the 
beautiful Wye valley 


I have felt, 

A presence that disturbs me with the joy 

Of elevated thoughts, a sense sublime 

Of something far more deeply interfused 
Whose dwelling is the light of setting suns, 
And the round ocean and the living air, 

And the blue sky, and in the mind of man: 
A motion and a spirit that impels 

All thinking things, all objects of all thought, 
And rolls through all things. Therefore am I still 
A lover... 


This kind of knowing, which is more than 
utilitarian, involves experiences which cannot 
be known unless they are shared: experiences of 
beauty, of love and of the religious or personal 
way of feeling our oneness with the totality of 
the ‘real’. To be whole human beings, we must be 
both poets and scientists, both lovers and tech- 
nicians. It has been suggested to me that 
mature human love can extinguish the need for 
religion. It can certainly extinguish, by trans- 
cending, a neurotic need for religion. The 
person finds stability in a real relationship 
instead of fantasy. If a person has expressed a 
need for religious experience through out-of- 
date dogmas or inadequate symbolisms of 
worship, he may lose interest in these when he 
finds real human love. But to the best of my 
knowledge, ‘mature human love’ makes a per- 
son more sensitive to his whole environment, and 
I think is actually one part of a full religious 
experience. It is immature infatuations that 
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shut two people up together and exclude them 
from healthy rapport with their environing 
is something called ‘religious experience У 
has always existed and achieved expression = 
artistic and poetic forms. It belongs to t he 
‘personal’ side of living, expressed not in 
mathematical formulae or intellectual theories, 
but in emotionally meaningful symbols. 
Psychoanalytic therapy also Works by the in- 
terpretation of symbolized experiences of per- 
sonal relationships, and healing. has always 
been an essential part of religion, including its 
psychological factors, long before modern 
theories arose. The saying of Jesus Thy faith 
hath made thee whole’ I am sure has parallels 
in all the great religions. Winnicott makes the 
striking suggestion that all culture is at heart 
the symbolic expression of our experience of 
personal relationships, and that the actual 
beginning of culture is the ‘transitional object’, 
the little child’s cuddly toy which represents 
and is a symbol of mother when she is not to be 


seen. This is the first symbol or “representation 


of relationship’, the starting-point of our ever- 
elaborating cul 


tural expression of our ex- 
perience of our environing universe as not de- 
personalizing us, 


a world in which * ‘Persons’ can 
feel at home with a sense 
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т behaviour patterns to conform to 
‘to mould Tier В maoe е Dicks (1950) 
Siem os em like lead pipes till they fit". 
io Pih aee approach is a clear threat 
7 очын T ne . Overand against this isthe 
fede Là tology of the psychoanalytic and 
basic freed peutic schools, standing for man's 
but to be omand right notto be manipulated, 
Proper m IM till he can find his own 
purely idi e selfhood. In contrast to the 
does not = lié approach, the psychotherapist 
im to get oh to ‘cure’ a patient and expect 
create for ns in a given time. He seeks to 
understandi person’ a situation of secure 
grow at ee relationship in which he can 
afraid of j les pace, out of all that he is 
emergenc n e present day disturbed self. The 
of a ти of psychotherapy out of the womb 
Spirit of ral science culture’ shows that the 
reality of ry cannot be suppressed. The 
‘unique’ i s person’ with his right to be a 
eré tem = ividual always reasserts itself. 
Coveries sh n in science itself why its dis- 
Ways that rs not be used by technology in 
realities fi eaten to impoverish the personal 
Swell of y Wing. But there is today a ground- 
People are ete against this trend. Many 
clon: "d that we are far better at making 
ето, chines than at rearing happy human 

T 
оваа opposite of both ‘personal inte- 
the way n religious experience' is seen in 
isolation Pre Ple realize the destructiveness of 
"аот "P deprived of adequate personal 
ne «Чень ina world that seems impersonal. 
Quite un y woman said: ‘I feel everything is 
touch, т real round me. I feel quite out of 
lm lost can’t reach you. If you can't reach me, 
Xperience + middle-aged mother put the same 
n empt € into a vivid dream. ‘I was alone on 
Your how seashore and terrified. Then I saw 
m Tound p, up the beach, but the tide had come 
But then T. and I was cut off, and panicked. 
nought Gale à boat tied to your gate and 
im but h mly “Тез all right. I can't get to 
Yinceq th € can get to me!" They were con- 
Ў b. they could not survive as ' persons я 
У impersonal environment. The rage 
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and hate one can feel of an impersonal loveless 
world is shown in a dream of a man with a 
psychotic mother. “I was hiding in a dugout. 
There was a vast nuclear explosion. Later 1 
crept out and found everything destroyed. I 
was utterly alone and frozen with fear.’ Hate 
relations, however, lead back into isolation, so 
in a later dream he tried to cut all feeling out 
and have a purely intellectual relationship with 
his world; the most perfect schizoid dream I 
have encountered. He was back in the dugout, 
hiding from the outer world under a mechani- 
cal turret. It had two periscopes for eyes, two 
slits and a tape recorder for ears, and a hole for 
a mouth through which he transmitted mes- 
sages to the world outside. Cut off from healthy 
emotional relations, a prisoner inside himself, 
his head functioned as a bit of machinery for 
purely intellectual communication through 
scientific instruments which protected him 
from living contacts. That is what happens if 
we try to substitute science for religion. In 
fact, science and religion belong together as the 
body and soul of personal living. Many of the 
greatest scientists have been deeply religious. 
To oppose science and religion is false. Science 
alone supplies our need for tools, and reveals 
the astonishing order and pattern of the 
material universe, and its extraordinary evolu- 
tionary drive to development. In some in- 
comprehensible way, the universe itself is not a 
static mechanism, but alive and growing. But 
science can tell us nothing about its meaning, 
value and purpose. Here we have only the quality 
of our experience as persons to guide us. Today, 
psychodynamic science is showing us another 
kind of order, not material but personal, the 
way the human infant grows in the medium of 
intimate personal relationships, to develop 
stable, mature loving personhood. I suggest 
that this is the key to that still wider-ranging 
experience that human history has called 
‘religion’, a way of experiencing the universe 
that does not condemn us all to meaningless 
schizoid isolation, but relates us to a personal 
heart of reality, that we refer to by the indefi- 
nable term ‘God’, experienced but not ex- 
plained, the ‘ultimate indefinable mystery’ 


332 


that Dr Taylor finds science always running 
up against. 
We cannot escape experiencing what we may 
not be able to explain, and when we are 
thrown back on the genuineness of our ex- 
perience, it is easy to deceive ourselves. Many 
under pressure of intense need have believed 
that they had genuinely fallen in love, only to 
find that it was a self-deluding infatuation, So 
in religion, deeply felt needs can persuade 
people that an intensely believed dogma or an 
assiduously practised form of worship is a real 
religious experience, when it may only be a 
substitute for ‘real relatedness’, Private ex- 
perience has to be tested by comparisons and by 
the stress of life itself. But all through history 
human beings have felt this need to experience 


reality as 
dogma but 


unnecessary, 

thinking, 5 
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‘powerlessness’ in the face of nature; and 
science has altered all that. But it is no 
“powerlessness” that is the real problem, but 
isolation, loneliness, the sense of person? 
unreality, the answer to which is ‘person? 
relationship’, all the way from the infant? 
need of the mother to the adult's experience | 
this extraordinary universe in which our life d 
set. This experience achieves concrete s 
sion in many different credal concepts a 
symbols, in different ages, cultures, races А 
nations. None of these forms in which relig! e 
finds ‘a local habitation and a name’ ca 


the final wholly true intellectual expression" 
the experience. The history of ideas are 
institutions never stands still, and ep dn 
only fully useful to the generation car 
them. If we forget that, the ‘forms’ of re “ain 
expression can become a dead hand = 
the growth of true religious experience: : well 
excuse for persecuting heretics who н А Š 
be seeing something more clearly m і 
Nevertheless, the cultural past has to tis the 
on, not just rejected. One remarkable. i» ds 
large amount of common material. m Pai 
bols of all times. There is a continuity i „ту 
in which all races and ages share, whe! » esse 
or sophisticatedly, because at bottom wt тей 
tial religious experience is the same. e me 
Ifeelaspontaneous sympathy for t man 
Sensitive mythology of the African Li 

as recounted by Laurens van der acm 
of my Western philosophical educ, sica 
capacity to have this experience 1$ ж 2 nally 
more important than computers, for гт 20 
satisfying and meaningful living- m: 

do not have this experience, just 25 5 Jove и, 
do not have the experience of huma? jc imp” 
probably those who do, only have h 
fectly. We are all only partly free = erie 
full range of our possible human © 555 

I would not dare to claim that I P? ton g 
Breat depth of religious experience i 
have sensed enough to be cip aith 
reality. It is not the profession 9 at ma 
the possession of the experience t т nave. 
and it is an integrating factor in ife- pli 
attempted any philosophical or ™ 
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: d of religion. I have simply taken it dynamic science throws on its nature as the 
— historic fact of human experience and culmination of the * personal-relationship 
gat to show what light modern psycho- essence’ of human living. 
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An aspect of the ego psychology of religion: 
a comment on Dr Guntrip’s paper 


By CHRISTOPHER DARE* 


gap okien seeks to make a limited, 
the т аг speculation about some aspects of 
Bodl > field of religion, provoked by 
fus а Religion in Relation to Personal 
i ко : m (Guntrip, 1969). The discussion 

ressed to the symbolic meanings of 


the : 
Particular acts and beliefs of religion. 
ames declares: 


бена of this science [that of religion] has 

and Dee acquainted with so many grovelling 

sly = le superstitions that a presumption 

"А ises that any belief that is religious is 
ly false (James, 1902, p. 490). 


Thi. ; 
i = oe the point of view that this author 
tawa el here. Rather attention is being 
reli 8н mode of formulation of aspects 
Nein us phenomena that relates such 
belief a to other large areas of human 
Possibi action. The detailed investigation 
ісшаг we dam meanings of par- 
this gious beliefs or acts is not relevant 

s Paper. 
have analysts following their founder, 
an am а НЕ to have broad interests 
technique tried to apply their investigatory 
Outside и 4 human phenomena observed 
he introd eir consulting rooms. Along with 
into Soci uction of psychoanalytic concepts 
literą tology, social anthropology and 
Dat "У Criticism, has been a reverse process. 
tions - from mythology, artistic crea- 
даме beaut religion (for example), 
9r lon Sed to enrich the clinical material. 
Septeq 8, psychoanalytic psychologists ac- 
Teud’s belief that psychoanalysis 


p 


De 
chi Partment оғ Psychiatry, Institute of 
è London, S.E.5, and Department for 


Ч . 
on, wwe The Tavistock Clinic, 


could not explain the origin of creativity. 
What could be described were the particular 
meanings and derivatives of aspects of the 
symbolism and structure of artistic works. In 
matters of religion Freud believed he was able 
to get more to the heart of the matter: 


That primal father has been the prototype of God, 
the mother after which later generations have 
formed their figure of God...The stock of 
religious ideas contains not only wish-fulfilments, 
but also important historical memories. . . Thus 
religion would be the universal obsessional 
neurosis of humanity. It, like the child’s, origin- 
ated in the oedipus complex, the reaction to one 
father (1927). 


Dr Guntrip in several writings, notably in 
Personality Structure and Human Interaction 
(1961), and now in this paper, has argued that 
Freud was describing not religion, but ‘neu- 
rotic forms of religion’. That is, that Freud, 
in describing the origins of the awe and subju- 
gation of men to their Gods, for example, in 
terms of unresolved relations to the father 
around the oedipus complex, is demon- 
strating, not the origin of religion, but the use 
of religion for externalization of infantile 
neurotic conflicts. Dr Guntrip points the 
analogy to ‘neurotic forms of politics, of art, 
of marriaage’. In a way, this argument can be 
neither proved nor disproved. We know that 
neurotic phenomena are universal concomi- 
tants of the human state. We can produce a 
series of patients, with strong religious feel- 
ings, and, perhaps, identify neurotic features 
of their religious beliefs. Then the problem of 
the quantitative factor comes in. Do the 
neurotic features account wholly for the 
religious beliefs, or are there overwhelmingly 
‘healthy’ features of this belief? Clearly, a 
resolutely atheistic psychotherapist might 
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claim that religious beliefs are evidence of 
neurotic conflicts. Another therapist may 
follow Dr Guntrip (and others) and believe 
that 

religious experience is the same kind of ‘stuff’ as 
human ‘personal relations experience’ (Dr Gun- 
trip’s italics). 

It is unlikely that objective criteria can be 
evolved for health and neurosis; by the 
nature of human experience. 

Dr Guntrip approaches the problen by 
invoking the concepts of maturity and inte- 
gration. In particular, the latter concept is 
given a central, crucial importance. He uses 
the term, he says, as: 


A synonym for mental health in the sense of out- 
growing internal divisions and conflicts, Split-ego 


states, and the achievement of a fully functioning 
‘whole’ self. 


Later this concept is suggested as meaning: 


The realization of our 
in personal relationsh 


of experiencing life 
" P Е 
experiencing ourselves and our eed 


nternal conflicts, 
€ he had lost the 


finition assumes, 


possibilit 
clinical evaluation. My f 
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In fact, it seems highly unlikely that 
religious phenomena can be investigated 0 
this way, or that definitions posited ina P 
in which they are open to clinical trial, n 
fundamentally germane. Clearly this 18 am 
far from Dr Guntrip's viewpoint as he df 
claims his paper as an attempt to m 
religion philosophically, or metaphysical y 
However, he tends to put forward a Pia 
assumption in something of the T 
form: religion is a history-long phenomen и 
It places man in relation to the universe] in 
as object relations theory places the en 2 
relation to other persons. The oU endi 
human libidinal drives are real people. inter 
religion ‘which extends the persona ree’ 
pretation of experience to the nth d (This 
relates to a ‘real’ phenomenon: = ds that 
author is uncertain that he understar rg 4 
‘personal’ interpretation of een be 
tended to the nth degree can in any tion in 
personal. There seems a contradict 
terms.) 

Now, it must be accepted, with Dr G tous 
that religion is an important, Ч E 
aspect of human belief and activi навй 
artistic phenomena are almost he unive” 
amongst human beings. However, t no mor 
sality of religious beliefs and n univ?” 
proves the existence of God than 69 | дол“ 
Sality of creative, artistic en 
strates the actuality of the divine per ich 9^ 

There are aspects of the pap © gin 


i 
more explicitly related to regola паб 
Subjects. For example, there 15 p ва 


) e 

to imply that healthy, mature peor at jae 

fr it is suggested U^ ону 0 
om conflict. Thus it is sugges! ner unity MN 


enduring possibilities. Thi 
qualified in relative forms, do€ with P^. st 
fit either with clinical experience OF У 
theoretical discussions. The а! 


cope 
therapies is to enable people (0 igea 


The id vial? 


conflicts, not to be free of them- a ob tel 
istence € и 

human development and existe es and uy 

opposition between inner wish bP не 


ceiv? 
demands seems to go beyond со оу 
Hartmann (1939) points out tha 
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м Pe d does grow on conflicts, these are 
€ only roots of ego development’ and 
A = to develop the concept of the conflict- 
(193 B« Sphere. Nonetheless he points out 
dition’ ria ae are part of the human con- 
ne 3 viously the aims of therapy, and of 
ihe uman activity, include a diminution 
ally Lacon and anxiety of conflict. Occasion- 
diio therapy, conflicts may be shown to 
нн ры but on the whole the aim is to 
EPA overthrow by inner friction rather 
möta wa resolution. Indeed definition of 
üt: oike ealth includes the ability to tolerate, 
tents и the inside tensions and dis- 
Thi of conflict. 
ies ба to a fundamental criticism of the 
trip es object relations theory that Dr Gun- 
Writin pouses in this paper, as in his other 
bloc. Other theorists, Mrs Klein and her 
ated ie and the Balints, who have elabor- 
пора ane of object relationships, have 
Teudiar, In part, various features of classical 
ese: instinctual drive theory. Bowlby, in 
the a remodification of theory, using 
ject а iment of the child to its primal 
Oppositio, an instinctual system, expects 
imposed p between behavioural tendencies 
1969), W different basic systems (Bowlby, 
Hartman idely disparate theorists such as 
in puttin n (1939) and Bowlby follow Freud 
environne the interaction of the human to his 
Sense. a as ай adaptive process. In this 
ict, This c 15 an inherent likelihood of con- 
f by pi can be lost if the demands on the 
Frey a processes are underplayed. 
Cribe i t, and in various ways, des- 
Y the bod instinctual drives as the demand, 
As H Y, on the mind for work. 
artmann (1948) put it 


he sc 

and a the objects of the drives was the first, 

Mterdenen A basic approach of analysis to the 

Balint ence of individual and environment. 

Word (1956) points out that ‘libido’, the 

Sexua] „CVd chose to describe the important 
tives, implied a sense of both need 


gra Е 
Sense. “fication. The German Lust has these 
"t has lost the sexual connotation, 
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whereas the English ‘lust’ fits very closely 
Freud’s original meaning for libido. If lust 
had been used to translate libido, Fairbairn 
could not have said, Balint suggests, that 
‘libido is not pleasure seeking: it is object 
seeking’. The phrase ‘lust is not pleasure 
seeking’ is impossible. Nonetheless Dr Gun- 
trip, following Fairbairn, attempts to elimin- 
ate biologically based instinctual drives from 
psychodynamic explanations. He points out 
that psychodynamics should be described in 
terms of psychodynamics, not of biology or 
neurophysiology. This is a ‘black box’ type 
of psychological theory espoused by some 
experimental psychologists, but the uncertain- 
ties raised with the hydrodynamic phrase- 
ology of Freudian drive theory do not 
eliminate the requirements of encompassing 
man’s biological needs within discussions of 
his psychological characteristics. 

Bowlby (1969) has attempted to define the 
‘environment of adaptedness’ in which pre- 
historic, precultural man may be thought to 
have lived. He points out, with Julian Huxley 
and Teilhard de Chardin, that it is unlikely 
that our biological nature has changed since 
we lived in a ‘primeval’ way. What has 
occurred, our cultural evolution, must have 
taken place without significant anatomical 
and physiological evolution. Bowlby uses this 
fact to speculate on the instinctual require- 
ments which would enable survival of the 
infant human in the wandering bands which 
are thought to have been his ‘precultural’ 
environment. Hartmann followed Freud in 
suggesting that in the early stages of cultural 
evolution, man would, like other animals, 
have had no inclination or psychological 
abilities to postpone gratification in the 
presence of a gratifying object. They presume 
men would have eaten when hungry, drunk 
when thirsty, eliminated casually like wander- 
ing herbivores, and sought sexual gratification 
when aroused. It is assumed that in the course 
of prehistory and history, the tasks that each 
generation has learned and passed on to the 
next are ego functions. These are developed 
within the frame of the unchanging biologic- 
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ally determined perceptual, motor, conceptual 
and emotional skills. Thus the human child 
in developing into an adult capable of func- 
tioning in contemporary, ‘civilized’ society, 
must recapitulate personally what mankind has 
achieved in the course of cultural evolution. 

The biological evolutionary viewpoint that 
Dr Guntrip accepts, but does not utilize, 
insists that this individual recapitulation of 
the stupendous adaptation in ego function of 
our species during our social evolution im- 
poses immense demands. Guntrip dismisses 
such adaptations as pertaining to superego 
development alone. 


Instinct-theory can deal with social 
at the ‘superego’ level of discipli 
(Guntrip, 1961). 


problems only 
ne and control 


This adaptational perspective is not a reduc- 
tion of man to an organismic, mechanical level 
The concomitant of the evolution that man 
a wide-ranging, 
elf in his world, 
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and discussed. However, his uniqueness lies 
as much in that he is problem seeking. Ma 
has an unusual facility for solving problem 
but as great a propensity for finding hes 
It can be postulated that the intimate inte 
connexions of looking for questions Ч 
answers to them relates to creativity. re 
The problem for ego psychology 15 € 
fore, to consider what is the poder 
process that accompanies the social i 
cultural evolutions. It is being suggeste can 
this paper that the psychological ge at 
be envisaged as comprising functions ома“. 
develop artistic originality, scientific gu 
tion, and religion. Kris (1934) in his co” 
of regression in the service of the e£» P о 
out that the availability of pec feel 
primary process modes of thinking аг d 
ing allows a wide range of ideas, aa is 48 
affects to be brought together. Tis а 
explanation of a mechanism where У ise 
conjunctions of images can produet и on 
creation. It does not suggest Why er & 
junctions should be sought. Man" natu? 
Mannheim (1966) deny the neurotic v. 
of the artistic, creative process ай е can 
on Glover's idea that artistic e athe 
Constitute the avoidance of a en ide? is 
than a neurotic symptom. This is pos 
the direction of understanding Lt 
quality of creativity, but again fails nove, 
Why true creativity has qualities ©. nel 
Why is it that the search for new to jenti! 


theories is felt by many artists i aj 0 
to be such an important motivatlo n the HE 

What follows is a speculation es stat? if 
State, and the accompanying affe anal) p 
this function. Contemporary peye re frog 
theories of emotions derive ™ а sie 


Freud’s second theory of anxiety jibidi” 
(1926) than from the theory о aw 
transformation. Anxiety is felt as гуе Sy 
ness of the state of the ego ап jons cal ag 
stimulus to change. Many emot aise iv? 
looked upon as signals аРР а a ne 
Various ego states and, if they p em ws 
quality, serve as stimuli for © of 


direction of altering the perceive 
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E such changes are of the internal mental 
put rie UNE 3 defence mechanisms are 
ораси у ми to protect the individual 
Wied st Iscomfort associated with the per- 
Creativit ate of the self. The situation of 
мау, ~ can now be looked at in another 
emotio а 8 а question. What is the 
Create? p one associated with an impulse to 
What i is in another way the question is 
artist or ç affective tone, if any, that the 
his Merl rae thinker seeks to relieve by 
e Part The answer of course cannot 
is of restle: ut one commonly described state 
Process ao discomfort; a longing to get the 
emptiness pes is likened to an ache or an 
Ctibed by. urprisingly this is a feeling des- 
State Qr аца writers, especially in the 
include $ Spended faith. Words that are used 
Osborne pea emptiness, loss of grace. 
Spiritual a 96D) describes Martin Luther's 
€ hole ae bts: I'mafraid of the darknessand 
Sartre na I see it sometime every day. 
nse of a 3) has described the anguished 
the true Е Bap that he regards as so typical of 
With the leg === of the self’s relationship 
turbance orld. This sense of an inner dis- 
Teligous с 9n discomfort that is eased by 
"eligions oe is evoked in some eastern 
Contemplatig example, by emphasis on divine 
indu w ‘Чоп. The Upanishads, the sacred 
Фес Titings, speak often of the result of 
e ontemplation 
n Mire Wise rests his mind in contemplation 
the Myst 9d beyond time, who invisibly dwells in 
ety of things in the heart of man, then he 


Tiseg 
р. 59). Ve pleasures and sorrow (Upanishads, 


hes 
е writ; 
E Titings emphasize the search for peace 


a OF sag wandering, and yet the search 
English ns Way. The seventeenth-century 
“cheated *taphysical poets also demonstrate 

i Y the restless discomfort, unease, to 


eir герон ; 
religion is a balm. 


Cor | 
E Herbert's work is redolent with this 


‘chtimen 


"ons not man sought out and found, 
boso, Sar God? Who yet His glorious law 
ms in us, mellowing the ground 
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With showers and frosts, with love and awe, 

So that we need not say, Where’s this com- 
mand? 

Poor man, thou searchest round 

To find out death, but misses life at hand! 


The concept of faith: 


Now faith is the substance of things hoped for, 
the evidence of things not seen (Hebrews, 11, 1). 


is central to Christianity, being described as 
a way of attaining the peaceful ease from the 
pangs of gracelessness. And yet faith is only 
achieved and maintained with difficult effort. 
What is being suggested is that one of the 
characteristic feeling states in our apprehen- 
sion of the world is a sense of there being a 
gap, an incompleteness in our knowledge, 
understanding and ways of dealing with the 
world. This author is suggesting, like Dr Gun- 
trip, that the urge to create forms of religion 
is not necessarily neurotic, any more than 
scientific or artistic creativity are, per se, 
neurotic. This apprehension of the world as 
being incomplete is suggested as an innate 
attribute of the ego. The experiments of the 
Gestalt psychologist Wertheimer (quoted by 
Osgood, 1953) showed that there is a tendency 
for us to complete incomplete visual objects. 
This phenomenon of closure ismost commonly 
shown by the fact that we do not perceive a 
hole in our visual field, corresponding to the 
blind spot. A circle with a small gap, if only 
lanced at, will be perceived as a complete 
circle. The Gestalt theory of field forces is no 
longer tenable, but the phenomenon described 
occurs. This phenomenon is part of the way the 
visual perceptual system functions. It is part 
of the innate specification of that small area 
of ego functioning. The speculation being put 
forward here is that another more general 
specification for perceiving the world is to 
expect gaps or incompleteness. That is, that 
man is not only good at solving problems but 
also is adept at finding them. Here perception 
is being used, not solely in the sense of visual 
perception, but in overall apprehension of the 
contingent world. One manifestation of this 
way of perceiving is shown in curiosity and 
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exploration. We are all aware of the feelings 
when exploring a dark tunnel or a new neigh- 
bourhood. There can be an excitement and a 
fear, perhaps, of going where we should not. 
And yet we seek out the new, perhaps against 
our better judgement. It is uncomfortable, 
often hard work, trying to evolve new ideas. 
It would seem that it is just because there is 
this innate tendency to look for gaps in our 
understanding and apprehension of the world, 
and because that state is uncomfortable, that 
we have undergone such a striking cultural 
evolution. As a species we are all the time 
tending not to go on in the same old 
but we feel that we must find new w 
seeing, explaining or demonstrating the world. 
We appreciate a gap, a limitation in under- 


standing. This apprehension is an uncomfort- 
able state, and then we see 


ways, 
ays of 
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ЕЕ. 
with this uncomfortably apprehended inco 


e 
pleteness in the world are related to 
personality in general. People with pror 
ties to acting on their feelings use ne 
sport, work, hobbies. The sort of pen 
patients Dr Guntrip describes, the Ги early 
personalities, because of the ep are 3 
object relations he describes so We ^al dis 
unsuccessful in coping with this Qucm 
comfort, in the face of the world, as t 
with all sorts of anxiety. cificati" 

It may seem to be an unusual spe one У! 
for human ego development but it 18 fot new 
of describing our restless searching religio 
modes of living and being. Of cen wal 
is a profuse, rich, continually -— p 
of filling the gap. It is, par excellence, “ . 


{0 
ensity 
in favour of the theory of the a Бог, of 


nce 


k some way of a d as incomp pea! 
i pprehend the world as elor} 
filling the gap. There are a number of habitual course, there is nothing to see or (© " clic 
modes of managing this task, Most of these in religion, and yet for those who ca pin 
modes fall within the class of functions known in God He fills the gap, the ° nd у“ 
to tegi Culture and religion, everywhere. He is in all places ? 
e style an efficacy of our attempts to cope tantalizingly, He is nowhere. 
4 
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Authority and the psychotherapeutic community 


By H. J. TOLLINTON* 


i Paper describes the sources and 
iar ning of authority within a psycho- 
is i rani community, and relates them 
dini coretical model of the community 
me from biology and sociology. 
Miss sources of authority may be called 
ни ин informal’, * positional’ and 
matic? DR rational-legal’ and “сһагіѕ- 
The fr zioni, 1965; Weber, 1947). — 
ship bet St springs from the formal relation- 
Patient Tt the medical therapist and his 
medical t is made up partly of a general 
exe, authority role by which society 
‘ fuse a of its members to care for and, 
бан * cure certain vulnerable and help- 
19354. Е ers of the community (Henderson, 
of the arsons, 1951), and partly of aspects 
Weil, ign role relationship that exists 
times bra реса and patient, some- 
ninger, | ed the therapeutic contract (Men- 
, 1958). 
усно сап imagine the roles played by 
ya eae and his patient to be governed 
ir then the lines on which it might 
tom the up would have to include: first, and 
therapist therapist’s point of view, that the 
è fen conscientiously try to help 
Patient: se, to use his skills on behalf of the 
the it the patient agrees to abide 
Patient "die pist s suggestions. Thus the 
treat fee es authority to the therapist to 
T 1 
is че со is the informal authority that 
воре a by positive affective ties between 
fro indj © interact over time and is derived 
tions UN personality needs and expec- 
he theo oth staff and patients. | 
enera retical model to be used is that of 
Systems theory, and the three aspects 


* 
In 
Horn Ersbourne Centre, St George’s Hospital, 


c 
urch, Essex, 
22 


of the model that are used are, first, that 
structures exist in dynamic equilibrium with 
their environment; secondly, that stability of 
systems in dynamic equilibrium is often 
dependent on the mechanism of negative feed- 
back; and thirdly, that this negative feedback 
mechanism uses information (Henderson, 
1935b; Miller, 1955; Wiener, 1961). 

A system is differentiated from its environ- 
ment by a boundary that defines that which 
is within the system from that which is in the 
environment; energy exchanges occur both 
ways across this boundary; the boundary is 
itself a subsystem of the whole system, having 
similar general properties to the whole system; 
depending on the object of the analysis, a given 
structure may be a subsystem of a whole 
system, or a system that itself has subsystems 
and may in its turn exist in dynamic equi- 
librium with other subsystems within the 
whole system; the relation of one subsystem 
to the whole system of which it is a part is 
often best described as the function of the 
subsystem. 

The work of the Ingrebourne Centre (Tol- 
linton, 1969; Crocket, 1961) will be used as 
an illustration of a psychotherapeutic com- 


munity. 
FORMAL AUTHORITY 


At the Ingrebourne Centre the staff role 
is to provide an environment, both physical 
and social, in which members of the com- 
munity can learn about themselves, while the 
patient agrees to try to explore his feelings 
towards the community and relate these to 
his past experiences and present difficulties, 
and to go on to the question of how he might 
change. The dilemma of the neurotic patient 
is that, although he may initially give the 
authority to the staff, he constantly fails to 
trust them, and withdraws this authority and 
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acts out this withdrawal through role failure 
63). -- . 
ace psychotherapy this failure is 
istance. In a psychotherapeutic 
пе а is more complicated. 
Mo buds ui, the patient is asked to play 
a more complicated role, and is exposed to 
a situation that can be used more easily А 
split and project his feelings on to others, an 
to form intense individual and small group 
relations that by-pass and exclude the zm. 
munity relationship. The use that is made o 
these role failures by the staff is part of the 
substance of the therapeutic process, and sets 
the limits that provide the authority issues 
E^ failure can be used by staff and 
patients to learn about themselves, but when 
a patient refuses to learn about himself, he 
is withdrawing his authority from the staff, 
and they no longer have the power to treat 
him. This withdrawal of authority may be 
formalized by discharge from the community. 
Whether or not this authority has been with- 
drawn is a question of individual clinical 
judgement, and has to take into account the 
community's feelings as well as the state of 
the patient. Inevitably, there is much un- 
certainty involved in this judgement, and the 
way it is arrived at is an expression of the 
uncertainties involved and the personality and 


skills of the person or group carrying out this 
role. 


INFORMAL AUTHORITY 
This second source of authority is more 


dependent on the personality patterns and 


skills of the individual Staff members. In the 


process of psychotherapy both patient and 


therapist experience uncomfortable feelings; 
the therapist, through his training, tries to 
cope with these in a way that enables him to 
remain therapeutic; the patient, on the other 
hand, has to rely on the skill of the therapist 
to enable him to face and Cope with these 
feelings constructively, to 50 on learning 
about himself in relation to other people, 


rather than to break the relationship off. 
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е за im 
This therapeutic skill carries with a 
of authority, analogous to that pos ae 
a leader, that enables the РЧ 

ip to be carried forward. zs B 
gd a psychotherapeutic commun s 
authority is generated by the qns е 
between the patient and, on i am. This 
thecommunity, and, on the other, t ie enabling 
affective authority must be used s eme 
the patient to cross the boundarie i 
ment, both starting and d The 
carry each stage of treatment уза affective 
ability of the staff to use E 
authority is limited by their slated 10 h 
personality needs. This can be ier É 
idea of ambivalence, or the ums 
which anyone is capable of a ie the pott! 
relationship. These limitations © = within 
the staff are marked by authority, "rmissit 
these limits the staff can be P 
(Crocket, 1966 b). 


opf} 
THE M 
THE FUNCTION OF AUTHORITY IN 


TY 
MUNI 
OF A PSYCHOTHERAPEUTIC COM - 


sults jn? 

The resolution of these Login iyi 8 
patient undertaking treatment, ; Г 
solve difficulties in other ways admission 
the first boundary at the Centre, atients ? 
and the final one, discharge), 1” Pre 
staff discharging their т i Й 
(marking the boundary within patients 
ment can take place), and ше) ос 
staff overcoming the siae (mar 
during the process of —— es 
boundary between different | зе е thon 
ment). Authority can there is struct ih 
of as the force that keeps t of tret y 
treatment intact, the aioe E t^ 
moving forwards. It thus mim prorat 
subsystem of the over-all па ensis ow 
separating treatment from t was di 7 nd 
partially institutionalized, эй both st gni? 
above, in a system of roles fo qs place | pe 
patients. Thus authority finds ! t раг Е yi 
the theoretical model as go с pour m 
over-all system that marks differe”! 
between the whole system $ 
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Systems and between the system and its 
environment. 
aks i in which these problems are 
communi oth gives the flavour of each different 
of вы and is one of the main issues 
es eias All conflicts, whether they are 
sol eA: nowledged or not, are ultimately 
lip far fee behaviour, so that even when 
ну а resolution has been attempted or 
и | accepted within an organization an 
Bien s. solution will occur over time; in 
a oys ‘not making a decision is still 
tes n’ (Simon, 1947). 
аа be argued that the resolution of 
ictual ck car is unnecessary as con- 
therefore ority is past of everyday life and, 
or ines. part of ‘reality’ and therapeutic 
Perfect ients to have to face: also that a 
A ay ii is unattainable, and trying 
Solves "e leads to more problems than it 
against ni these arguments have weight: 
aspects e one must balance, first, that all 
Peutic a dae. are not necessarily thera- 
at da : second, that the dominant value 
is that dictate the behaviour of the staff 
of the С the primary purpose, or function, 
aa treatment of patients by 
nifed OR аи that this demands as 
as is Pain consistent an exercise of authority 
respond inable, bearing in mind that it must 
e in Cie understanding to the needs of 
idual patient. 


RESOLUTION OF AUTHORITY AND 
THE STAFF GROUP 


lage tetas in an individual therapeutic re- 
io ip the resolution of the uncertainties 
handle in the use of authority can be 
individ P the therapist at the level of 
erapeuti clinical judgement, the psycho- 
Plex tic community presents а more com- 
individu та. In a community that uses 
Somma al relationships supplemented by 
Stil че relationships the problem can 
“elation апае through the primary individual 
mob but in a community where the 
mty relationship is the primary focus 
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of treatment (Crocket, 19664; Tollinton, 
1969) the process of clinical judgement is 
obscured by many factors, including not only 
those that arise between community and 
patient, but also factors within the staff 
group. 

Because of these obscurities it can seem at 
times as though certain patients are singled out 
for criticism, while the behaviour of others 
goes unmarked. Both the staff and the com- 
munity can collude with patients in this, 
individual staff members feeling that the 
patient’s positive relationship with them is 
more important and therefore ought to be 
the relationship on which judgement is based, 
while not realizing that they are participating 
in a collusive split. The community, by 
protecting some patients and scapegoating 
others, in either way makes their task humanly 
impossible to carry forward. In addition to 
these vicissitudes of personal affective autho- 
rity, in a staff with mixed professional training 
there are loyalties to ideals and standards that 
lie outside those of the psychotherapeutic 
community (such as the psychiatric social 
worker trained in individual case-work) and 
these give rise to conflicts of authority within 
the staff group. Often, however, conflicts are 
presented in terms of professional authority 
that have their roots in affective authority. 

This task must be carried out by the staff 
against a background of potential conflict 
within the group generated by tensions in- 
duced in the staff group, partly by the 
difficult nature of the decisions involved, 
partly by the patient’s ability to split and 
divide, partly by personality needs of indi- 
vidual staff members, and partly by differences 
in professional background, training and 
experience. Thus, at best, any effective 
authority involves considerable compromise, 
requiring the constant exercise of judgement. 

The over-all authority role is not one which 
a diverse group is best fitted to fulfil. At the 
Ingrebourne Centre the staff have evolved a 
system whereby a single member of the staff 
group, by tradition the senior full-time 
doctor, takes the role of the over-all thera- 
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peutic authority and the other staff members 
act as co-therapists. This system of authority 
and responsibility resembles in some ways 
the British Cabinet system. Thus over-all 
authority is exercised by individuals or, in the 
case of such a small institution as the Ingre- 
bourne Centre, by a single individual, by 
virtue of their exercising a role, an authority 
role. 

Several points arise from viewing authority 
in this way. The analogy with the political 
system of authority has been mentioned 
briefly. Another is the question of the nature 
of the energy exchange that occurs across the 
authority boundary. Many exchanges of 
energy occur across the treatment bounda 
when a patient attends an institution for 
treatment, rather than working. The form 


of energy exchange that occurs across the 


involves a particular 
about the patient. The 


peutic situation 
1s to make this j 
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to be treated with drugs (including a partioular 
type of relationship within that system), 3 
excluding them from a system or subas a 
such as discharging a patient (excluding Ё 0 
from the whole system and extruding t 
the environment), suggesting that à es 
leave a new-patients’ group for another ро 
(excluding them from а particular Subs $, 
forbidding sexual intercourse between irm ar 
or the throwing of cups (excluding parh ad 
behaviour patterns). In maintaining a 
system boundaries authority is acting 25 > 
of a negative feedback system, the other * 
being the collection of information 2°, 
behaviour and motivation, and is ue 
central feature of the stabilizing mecha? 
within the over-all system. 


SUMMARY ssibilit! 

This paper sets out to explore the Ро sycho 
of describing an important aspect of а P^ cal 
therapeutic community in terms к the 
Systems theory. Authority is a Seg У" case Я 
organization of a community; in “pounds 
crucial one, defining both the external oundari? 
with society at large, and the internal х 
within the organization. . therapy 
The exercise of authority in а pe mad? e 
manner requires that an assessment cons 
the motivation, both conscious and ue uires , a 
of each individual patient, and this Trato 
accumulation of a certain kind of 1” net 


+. judge. 
about a patient. The difficulties of yer of e^ 
are examined particularly from the em nd а 
Of competing sources of informatio у 0 r 
possibility of ‘noise’ being gunt. a p 
sources. Clearly this theoretical Tm gie ci 
ful descriptive tool: it also brings ay if Prop 
rationality to the exercise of autho” : sG 


ri i 
t wo) in a 


fying both the limits within which ‘a ma 


as the quality of information used 
authority decision), and some of t 
both short term and long term, 0 
decision. 
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Abnormal illness behaviour 


By I. PILOWSKY* 


A purpose of this paper is to examine an 
dia Е field of medical and psychiatric 
"5, р Which has long presented а problem 
to E suggest an approach which may help 
hex. some order to a rather confused 
ied The diagnostic problem is that 
Ник $ by the patient with physical com- 
Bur be e Which no adequate organic cause 
бе а At present such patients тау 
labels, 5 ny one of a large range of diagnostic 
overla p as: functional illness, functional 
uin на. ysteria, hysterical overlay, conver- 
somati action, psychophysiological reaction, 
valid zation reaction, hypochondriasis, in- 
ера аЬ neurasthenia, psychogenic 
invalidis pam, psychosomatic’, psychological 
ms = malingering, Münchausen's syn- 
labels MEE neurosis. This plethora of 
roam a ghlights the fact that these patients 
Which aha of medical no man’s land, in 
Where a is never a closed season and 
treatments” are constantly peppered with 
octors S and diagnoses, conferred by 
nature of ril are often not sure as to the 
tight peopl € prey, nor whether they are the 
equally o" to be tracking it at all. Perhaps 
that he is ies more often, the doctor feels 
on-ps ертеу; and the patient the hunter. 

to bla n. ur are certainly not entirely 
Since ps MULA this unsatisfactory situation, 
equally 4 latrists have, for many years, been 
reflected ncertain in this area. This is clearly 
Man in the psychiatric literature, where 
the n а Years arguments have raged as to 
con, а independence or otherwise 
Tiasis = such as hysteria, hypochon- 
examine с neurasthenia. It is instructive to 
Only to Par aspects of this controversy, if 
Serve that it has led some observers 
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De 
Sydne Partment of Psychiatry, University of 
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into cul de sacs which are, clinically and 
heuristically, rather sterile. For many years 
some authors maintained that hysteria and 
hypochondriasis were the same condition. 
Dover in (1733) stated * here are two different 
names for the same distempter....What we 
call hypochondriacal in men, we term hysteri- 
cal in women.’ The reasons for this contention 
were undoubtedly the lack of a useful basis 
for classifying these conditions. The con- 
sequences of this deficiency are clearly dis- 
cernible if one examines current studies of 
hysteria. Thus Ziegler et al. (1960) found, as 
had Purtell e? al. (1951), that the ‘conversion 
symptom' most commonly encountered in 
their sample of patients was pain. They 
describe four clinical patterns of conversion 
reaction found in 134 patients. These are: 
(а) ‘classical’ loss of function and hystero- 
epilepsy, (b) simulation of known organic 
disease entities with varying degrees of 
expertness, (c) symptom patterns in which 
bodily pain is a predominant feature, and 
(d) symptom aggregates in which conversion 
symptoms are intermingled with those of an 
organic and psychophysiological nature. These 
writers, however, express uncertainty over 
regarding pain syndromes as conversion 
reactions. They feel that there is a qualitative 
difference between these and other conversion 
reactions in that 

the pain syndromes represent disguised, but 
nevertheless verbalized appeals for help, in sharp 
contrast to the relatively unverbalized appeal 
implicit in *loss of function’ syndromes in which 
the symptoms speak for themselves. 


In relation to the presence of *appeals for 
help’, it is interesting to recall that /a belle 
indifférence was long regarded of cardinal 
importance in the diagnosis of a conversion 
reaction. However, Chodoff (1954) found 
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that most of his hysterical patients did not 
show an indifferent attitude to their pce 
Similarly Stephens & Kamp ag pu: 
indifference in only 32 per cent o E. wi 
sample, while Ziegler et al. (1960) siis 
depression rather than отита in abou 
i ir sample. 
|“ a that difficulties arise 
in the diagnosis of patients who complain 
of physical symptoms in the absence of an 
adequate organic cause, and that unexplained 
pain presents a particular problem. As has 
been indicated, such authors as Ziegler et al. 
(1960) place these pain syndromes in the 
hysteria group, but do so with certain mis- 
givings. Guze & Perley (1963) do not share 
their misgivings. They distinguish between 
“conversion reactions’ such as unexplained 
blindness, aphonia, fits, trances, amnesia, 
etc. and ‘hysteria’, which, they say, is a 
condition ‘starting early in life, mainly in 
women, and characterized by recurrent 


symptoms in many different organ systems’, 
These patients present 


dramatically described 


adjustment, headaches, anxiety symptoms, fre. 
quent conversion reacti 


zations and excessive op 


erations. 
Such a description co 
that 


mes extremely close to 


‘а physically unjustified body 
Ray & Advani (1962) refer to s 
“cannot be explained by any Organic factors, 

10 any single Specific clinica] 
entity and are refractory’, Richards (1940) 


says that hypochondriasis "consists of a 
simple or diffus 


plaints’, 


ymptoms which 


ly such a Syndrome 


must overlap the ‘hysteria’ 


Perley. 
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istence 

In contrast to those wno accept eir tir 
of an entity which they call jm foret 
opposite view, expressed in ini that ‘the 
terms by Slater (1965), who s pee ог 
diagnosis of “hysteria is a Sp clinici 
ignorance and a fertile source Dot only à 
error". It is in fact, Slater states, similar t? 
delusion but also a snare’. ee Hunter 
Robert Whytt’s statement in 176 a t 
& Macalpine, 1963) that iaa on all 
bestowed the character of e cause they 
those disorders whose nature -— significant 
меге ignorant of’. It must surely nstrate that 
that Slater’s method was to omer as 
patients diagnosed (many by "c out to Ва" 
having ‘hysteria’, usually turne wes illness): 
something else (often an cud result } 
Perhaps a not entirely unexpe ims dip H 
a situation where petia огрене 
with inexplicable physical = provide | 
which psychiatry, at any ra 2 г rejoin 
adequate classificatory отоке 7 (19 
to Slater's article came from 
who felt that 


ег 


e 
isa challer, 

^ the Conon 

s own ИВ 


А гі 
Slater's nihilism in regard to d 
to neurologists once again va "5 Ў 
of hysteria as a nosological entity pehavio" 


ia is а wis 
Walshe feels that hysteria n of its ? 
disorder with a unitary quality 
but does not attempt 


"E 

Р nysteri? o 
à psychopathological exegesis зељашње et 
there are psychologists and P must Pr 
can do this better than I, bu рану in n 
Slater's retreat from this responsi alleged 5. ity 
Of a criticism based upon the nostic 
comings of the thought and diag 
of clinicians. 


. аѕ 

Although this discussion aie 
focused on ‘hysteria’ and im (hey 9 P 
it will generally be agreed pci пе D ge 
in current usage at least, almos e 
diagnoses listed earlier. It has ndition 
a matter of taste whether a sail sym F 
terized by unexplained PIA ie ste 
(in particular pain) will be = of * 
hypochondriacal, functiona ears tO 
matic’. In all cases, what арр 
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emphasis is that the doctor is conveying his 
belief that, although the patient expects to 
be regarded as physically ill, this is not 
ert by the objective pathology present. 
oh з 15 taken as a point of departure, it 
rii in oo to arrive at a more satisfactory 
Th a ual framework for these conditions. 
iiid er to achieve this, it is necessary to 
aL two related sociological concepts 
Momence illness which provide a usefull 
мд е matrix within which the conditions 
arestis Iscussion may be considered. These 
ЕЖА Sick role’ and the notion of “illness 
iour’, 
Meis (1951) regards health and illness 
sick € y institutionalized role types. The 
legitim 4 15 a Partially and conditionally 
the ne ed state - The sick person 15 granted 
an den provided that he accepts that it is 
obli ны one and recognizes his 
es ме to co-operate with others for the 
М pae of ‘getting well’ as soon as possible. 
ici erefore expected to make use of the 
мы of those whom society regards as 
dem to diagnose and treat illness. = 
and onis iy the sick person's disability 
or None ioni are not regarded as something 
therefor he can be held responsible and are 
in the e not considered as his ‘fault’. While 
"AE role he is exempted from his 
therefore \gations to varying degrees. Clearly, 
Brea? the sick role may not be granted if 
the “ae to be inadequate evidence for 
justi fy m of a disease process which would 
PSycholo E role. In some situations even 
garded a disturbances may not be re- 
reason Бо ен ИО, and for this 
Clear ig 15 crucial that the physician has a 
€a of his own sick role concept. 
ein м concept relevant to the issues 
(Missis i ns is that of ‘illness behaviour 
с, 1962). This term refers to 


the у А 
differen in which given symptoms may be 


not eee perceived, evaluated and acted (or 
) upon by different kinds of persons. 


his j 
t € herefore a concept applicable directly 
lions of the patient, whereas the sick 
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role concept refers to a variable which 
influences both the illness behaviour of the 
patient and the reactions of individuals in 
his environment (including, of course, his 
medical advisers). 

How may these concepts assist in bringing 
order to the clinical issues reviewed earlier? 
It was suggested above that the common 
factor underlying all the various diagnoses 
referred to was the doctor’s belief that, 
although the patient wanted to be regarded 
as ill, the objective pathology did not justify 
this. This may now be rephrased as follows: 
the doctor does not believe that the patient's 
objective pathology entitles him to be placed 
in the type of sick role he expects, for the 
reasons which he claims it. 

If the patient is uninfluenced by the doctor's 
explanation of what he believes to be the 
problem and the way in which it should be 
managed, the doctor may then reasonably 
conclude that the patient is manifesting 
abnormal illness behaviour. It now becomes 
his (or perhaps the psychiatrist’s) task to 
clarify the nature of the abnormality in terms 
of a number of considerations. 


Nature of the symptom 


The nature of the symptom and the manner 
of its communication would of course include 
all complaints made by the patient or evidence 
of dysfunction presented. In addition, the 
patient may be stoical and restrained, or 
histrionic and dramatizing. The mode of 
communication may be entirely in verbal 
terms, or may take the form of a physical 
dysfunction which is simply displayed with 
a minimum of verbal description. 


The somatic component 


It is obviously important in each case to 
decide on the exact nature of the physical 
dysfunction present and the degree of dis- 
ability to be expected. Somatic factors may 
range from psychophysiological symptoms 
such as tachycardia and sweating to peptic 
ulcers, migraine and even more serious and 
disabling conditions. There is obviously no 
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reason why a patient with advanced carci- 
noma should not show abnormal illness 
behaviour. In every case it is crucial to have 
a clear understanding as to why the Symptoms 
have localized in а particular area. The reasons 
may, of course, be psychological as well as 
somatic. 
Ideation and affect 


This involves a description of the amount 
of time the patient spends thinking about 


his symptoms and the precise nature of his 
thoughts in phenomenological terms, 


i.e. is 
he phobic, deluded or has he overvalued 
ideas? With regard to affect, we wish to 


know whether the patient js depressed, 
anxious or indifferent. 


Attitude to others 


Of particular interest is hi 


2 А S attitude towards 
those involved in the dia 


gnosis and treatment 


patient hostile, suspici 
pleading, aloof or 
and agreeable? 


Б Ore manageab 
Person who is encountering difficulty le for the 


I. РПОМУЗКУ 


and may also be seen 


s ? ient in 
In terms of its advantages for the ws 
seeking and obtaining attention, sympathy 
material gain. 


It should be emphasized that the patito 
appraisal of the situation and his own a 
Will be influenced by factors related a Е 
own personality functioning, of which 


quite unaware. 


i ctors 
Cultural fa or the 


It will obviously be important. 5 ences 
doctor to be aware of any cultural quur igh 
between himself and the patient which P^, 
lead to them having different sick re tite 
cepts and differing ideas as to what con 
‘normal’ illness behaviour. 


SUMMARY 45 
such 
mSS 


The controversy over the use of ter nenia 1 
hysteria, hypochondriasis and neurast ај illnes® 
been reviewed and the concept "abnor easing 
behaviour’ is proposed as a more rement of 
basis for the understanding and m ich 9° 
patients with physical symptoms tor is not the 
organic explanation can be found. I ‘a pich 
purpose of this paper to discuss the pae ran) 
à patient may be placed in a psy gy variable 
other category on the basis of t to offer 9r 
described above. What is intended is ente vi 
approach which may aid doctors р ud a : | 
this type of clinical problem, in wes clinic 
and more meaningful understanding O avoid vj 
issues involved. It may also help “ogge” xd 
patient and doctor getting into а this imp he 
situation and all the mutual distrust hasize ба 
Since the approach described emP ani com 
need for careful evaluation of the me ил 
ponent along with all other eae 
hopefully be anticipated that its use 
a reduction in diagnostic error. 
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oblems of adolescence * 


Ву A. С. МООРМАМВЗЕУ 1 


ma = nan has been advanced else- 
ni a many emotional disorders starting 
the] hood are directly or indirectly due to 
hostility of adults (Woodmansey, 19665). 
егы ‘hostility’ will be used here to denotea 
form а ie to attack someone, in whatever 
and for abs ingthreatening, blaming, or punishing) 
deterrere atever motive (whether apparently for 
exclude d or for retribution), but will specifically 
exerci e firm yet friendly’ (Bowlby, 1958) 
Se of responsible parental control. 
bare proposition affords a logical theoretical 
inn or the practice of psychotherapy (Wood- 
implica 1966a, b) and, if true, hase nsiderable 
over ne a for prevention. It appears, more- 
c iion be consistent with a great deat of data— 
andito. experimental and epidemiolygical— 
varion, be applicable to the development of 
h $ types of psychogenic illness. 
Sive = there is abundant evidence of aggres- 
Within s delinquent personalities developing 
ich relationships of chronic conflict (e.g. 
tbe 1925; Bender & Curran, 1940; 
1955. y, 1946; MacCalman, 1948; Crocker, 
Be Sears er al, 1957; Thorne, 1957; 
uh €t al., 1958; Redl & Wineman, 1962; 
64); 1963; Eron et al, 1963; Donnelly, 
ment apparently through continual reinforce- 
rs the normal tendency to retaliate when 
ay ee or attacked. Similarly it is an every- 
' ааа, observation that children's most 
nha inent objective fears—which tend also to 
— and perpetuate existing states of 
Punish, (i.e. subjective fear)—are usually of 
Ayer m s by adults (cf. Newell, 1934, 1936; 
Bernreuter, 1937; Watson, 1957; 


* 
Rationales on a paper read at the Sixth Inter- 
Е i i inburgh, 
T 1966. ngress of Child Psychiatry, Edinburgl 
ide Spartment of Psychological Medicine, The 
spa Hospital, Langhill, 117 Manchester 
E Sheffield 10. 


Coolidge et al., 1962). And considerable adult 
hostility is known to have been endured in 
childhood by many patients with severe illness 
of the obsessional-depressive-suicidal group 
(Jones, 1912; Abraham, 1921; Bonnard, 1950; 
Bender, 1953; Bakwin, 1957; Ackerly, 1967), 
the process underlying which can be under- 
stood as a permanent state of self-attack, 
originally the outcome of anger with the self 
for prolonging the increasingly dangerous 
struggle against a punishing parent, and per- 
sisting because of its reward value in rescuing 
the subject from the external fight (Wood- 
mansey, 1966 a). 

Many psychosomatic disturbances can be 
explained on the same basis; for some may be 
regarded as component parts of anxiety states, 
or—in the case of hysterical dysfunctions—as 
unconscious devices forevading anxiety; others 
— like chronic constipation—are often a direct 
result of punishment conditioning (Huschka, 
1942; Anthony, 1957; Woodmansey, 1967 b); 
while those of a particularly important group 
—jncluding ulcerative colitis (Paulley, 1950; 
Prugh, 1951; Groen & Bastiaans, 1955), child- 
hood asthma (Rogerson, 1937; Miller & 
Baruch, 1950, 1960) and adult essential hyper- 
tension (Saul, 1939; Wolff, 1947; Hambling, 
1951)—appear to arise duringan inner struggle 
(like that leading to the obsessional and de- 
pressive states) to inhibit the individual’s own 
counter-aggression towards parent figures. 

There is also good reason to believe that the 
subjects of a wide variety of other conditions, 
including obesity (Bruch & Touraine, 1940), 
homosexuality in both sexes (Bene, 1965 a, b) 
and even schizophrenia (Kind, 1966), have 
generally been victims of severe parental hos- 
tility; while a recent controlled sudy relating 
the incidence of unselected psychiatric dis- 
turbances in children to that of recognized 
mental disorder in their parents showed that, 
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to a large and significant extent, the latter’s 
*symptoms directly involved the child, often 
with overt or covert hostile feelings’ (Rutter, 
1966, p. 83). 

The foregoing is not intended to dispute the 
harmfulness of early deprivation, or of other 
distressing circumstances that are not neces- 
sarily due to the hostility of adults. Yet it 
seems that the lasting effects of even such ex- 
periences may be greatly mitigated or aggra- 
vated respectively by the good or bad feeling 
shown afterwards by parent figures (cf. also 
Howells, 1963, p. 98): and if, for instance, 
early separations Predispose to later delin- 
quency (e.g. Bowlby, 1946), this may owe much 
to the impatient hostility of Some bereayed 
parents and many parent substitutes, Thus 


ans, no less than 
Olds and a girl of 
Shed’, ‘beaten’ ог 
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his present stage largely unscathed, only К 

~ ^ rova 
come up against recently aroused disapprova 
and attack from adults. 

Problems in the first category, though 
new to the individual, may be intensified at ind 
time. Chronic anxiety, if initially set up т. t 
painful non-satisfaction of early needs, Me 
to be reactivated by the enhanced lib | then 
drives of puberty, whose frustration wil sit 
tend also to increase aggressiveness “© hell ! 
Overt or internalized. It is not surpris ба all 
that at adolescence the resentful child A 
to become delinquent, the obsessional resor 
into depression, the sexually fearful to of an і 
to deviant practices, and the e: wi 
intolerable degree of anxiety to pem. 
Schizophrenia. Though the child's ver 
conflicts have not qualitatively altered needs 
now break down if, just when he т селей 
friendly support, he actually meets happe 
hostility, and this is only too liable sive and 
since it is those parents with compu шо 
Phobic difficulties derived from nr | 
oedipal and sexual conflicts (in ware pildre ) 

have already coercively involved theit ns? 
that are most readily alarmed and inc evelo 
signs of their children's adolescent 
ment. А ble of 4 
However, the more distinctive P am ur 
adolescence (though, despite its P E i trist) 
perhaps the less likely to reach the pSY me the 
is the one in the second category, па 
current overt conflict with parents 4 
adults. But that this struggle is an €" 
direct result of adult hostility is y et t 
Tecognized: indeed (as might be s witho? 
since it is difficult for adults to asses re de? |] 
bias a state of warfare in which they is eio | 
selves engaged) it is customarily con = 
denote some fault inside the adolesce? 
the well-known theory of intrinsic c 2550 
Stress’, and such later variants as t 
tion of an inevitable battle ete 
and the id (Freud, 1958) and the 5: 
that this upheaval is one of a series D 08) 
developmental crises (Caplan, 196 All, vol 
The case descriptions (¢-8: his cone | 
Originally presented to support t 


not 
this. 


:00 
st! | 
ge 059 4 


om ee depict some severe emotional 
и сре but do not justify the conclusion 
em states must be innately determined; 
dino ie in view of the anthropological evi- 
Files at in some societies ‘adolescence, far 
bs ne T a period of: strain and stress, tendsto 
nities сазу transition, relatively free from 
Et eerie’ or revolt against elders’ 
that es 9, cited in Horrocks, 1954, p. 4) and 
result a such troubles do arise they “are а 
Which 9 the restrictions. z of the culture in 
1954 теорі finds himself ' (Horrocks, 
indivi, : Indeed, it is difficult to see how an 
sibly а : basic mental processes could pos- 
Pubert A tered by the somatic changes of 
rebeli n when an adolescent is angry or 
inn ^ this is presumably —as at any age— 

if his "e е feels frustrated or attacked; while 
iios We bodily sensations cause fear or 
18 must be an acquired response—a 


Tesult е 
Of intimidati Л 
Present. timidating experiences, past or 


THE PRESENT SERIES 


5 

Patients on details of 70 consecutive psychiatric 
Seen are gy tween 13 and 17 years old when first 
is ot си: mmarized in the Appendix. This series 
y Pic completely unselected: it comprises 
by the > patient within the stated age range seen 
| у » for whatever problem and however 
, Арна (^ at either a child guidance clinic or a 

id int, uring a recent 3-year period. 
А 9t erwis rmation in the Appendix—except where 
ma, < indicated—consists of actual statements 
the 0, and emotional expressions observed by, 
tio d 9E—or Occasionally, where this is men- 
T eae responsible professional worker. 
Smpha.: ence would seem more likely to under- 
tility 7° than to exaggerate the parental hos- 
1 Clinica Since the data are taken from routine 
| Was ot made some time before this study 
Tight реа. (Otherwise the signs of hostility 
Tecor e “ve been more assiduously sought and 
Utho, indeed in several individual cases the 
recalls an impression of much greater 
a ligerence than is conveyed by the 

i xty.g, aries.) 

ite the pt Of these young people evidently fall 
ка = category, having clinical conditions 
а5 shown in Table 1. As indicated in 
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Table 2, 54 of them, including a sibling of one of 
the others, had experienced severe punishment or 
intense parental hostility, while a further six were 
involved in the threats and recriminations of 
parents that were extremely hostile to each other. 


Table 1. Diagnostic classification of 70 
consecutive adolescent patients 


No. of 
patients 
Patients with established disorder (n = 64) 
Anxiety state 
With somatic symptoms 19 
With phobias (including five with 8 
school avoidance) 

Others 1 


Depression (including five with 
attempted or threatened suicide) 


Obsessional state with rituals 
Chronic constipation with soiling 
Organic lesion 
Healthy subjects in current conflict with 
adults (n = 6) 


With asthma or eczema 5 
With ulcerative colitis 1 
Others 9 
Aggressive or delinquent personality 14 
Psychosis 4 
1 

1 

1 


Table 2. Incidence of severe adult hostility 
involving 70 consecutive adolescent patients 


No. of 
patients 


Patients with established disorder (n — 64) 


Parental hostility to patient 54 

Parental hostility to patient's sibling 1 

Hostility between parents " 6 

No hostility detected 3 

Healthy patients involved in current — ~ 
conflict (n — 6) | 

Only or mainly with parents 

Only with teachers 1 
2 


With parents and teachers 


(Two had aggressively paranoid fathers who 
frightened their families, one mother continually 
threatened to leave her husband, the parents 
of two patients had already separated, and those of 
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another did so soon afterwards.) Of the радар га 
three patients in this group (the Ew ones ce 
parents not obviously hostile), one ha | symp Em 
consistent with an intracranial aneurism (w. is 
nfirmed and had recently caused subarac - 
aid eed and the other two (suffering from 
Кес states) had undergone some very traumatic 
и > Sed out of the total series appeared to 
gies to the second category: they gave the 
impression of being relatively normal teenagers 
e ht up ina recent conflict with punitive parents, 
РАИ both. The difficulties of four of these 
patients (nos. 1, 8, 28, 47, Appendix) subsided 
rapidly and apparently completely after a few 
interviews (an average of 34) with one or both 
parents, together in one case (no. 28) with a 
change of school, while a single interview with the 
parents of another (no. 66) seemed to heal the 
breach at least for the time being. The one definite 
failure in this group was with a boy (no. 4) whose 
mother refused further casework, having alread 
been seen for some time by a counsellor who had 
evidently worked on lines different from those 
advocated here and who had even encouraged the 
boy’s parents and teachers to punish him. 

In this total series of 70 teenage patients, then, it 
will be seen that there were only four whose parents 
appeared to be on fairly friendly terms with each 
other and with their children—and one of those 
had a punitive teacher, 
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ct to be 
o unless 
on the 
unable to 
Jain bitterly 
overtly 


what they are ashamed of, or == 
blamed for, and will not generally vut 
they hope to get help thereby. (Yet, 
other hand, some parents seem 
conceal their anger, and either comp ae 
about their child’s behaviour sil itm some 
hostile to the psychiatrist for not ae problem 
thing’ to the child—the dum Ы гнаг, 
being then apparently тоге mee to be evel 
though the therapeutic task is liat ss the BOS 
harder.) Even in clinical eee sometime 
tility is often underestimated, - chiatrist— 
completely overlooked; for tep у 
being rightly concerned not to = 
parents—may uncritically — 
(overt or implied), сые ^ disreg 
an exasperated parent—is wp de he feels 
any indications of punishment а авї д 
be justified. Alternatively, the PSY" сао! У, 
find it hard not to inhibit p и (3 
becoming angry with a parent obtain the i 
cruelty, or by being so keen 19 в" 
formation that he asks ade 
punish the child?’ It is difficult, ees except 
a reliable assessment can be fran cti Wi 
relationship thatis intentiona y 1951; Ne 
psychotherapeutic a especial! д. 
mansey, 1967a), and it seem or ni 
likely that it can be done by m : 
gations of the social survey IE 4 с 
interview or questionnaire), eutic ai 
inquirer has evidently no prp n of co? 
In this kind of research Lid not и 
also poses considerable ЈА o 
because a psychotherapeutic г t who at 
not be established with a subje pete 
want help, but also because а © whe рег 
viewer will soon become "west of c?! 
talking with parents of patien nypot! 515 0 
Nevertheless, in testing а die 
imputes a cardinal role i this fa 
adults towards children it 15 (do to? 
that must be assessed : it will по else iP 
however accurately, something 
Even that a test may в. frust 
parent's general Ed í А 
attack does not guarantee t arti ша 
for assessing his hostility to а P 
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their deni? 


ith 
entified wit 


4 


| 


Problems of adolescence 


Se stel, well known that one child in a 
penc. m be differentially victimized and 
lings, Е пене. ет disturbed than his sib- 
the evi ии it must be conceded that 
фе он се relating to seven of the patients in 
ее, cx series, being mainly of hostility 
sibling, is e parents or towards the patient's 
stantial a ps be regarded as more circum- 
Cases a hence much less cogent than in the 
M of the remainder.) 
аврат since hostility is essentially a 
nificant | human attitude and behaviour, 515" 
Bola eon last resort by virtue of its 
quantity it ect on other people, all attempts to 
erived fr myst be based ultimately on norms 
not to de om subjective observations. This is 
tests of Precate any efforts to develop standard 
Point о precision, but rather to 
Meaning] that, on the one hand, these are 
actual i ess if not validated against observed 
ere is сИ апі that, on the other hand, 
Methods s value in using ostensibly objective 
imes Me ыы: аге themselves based—some- 
sions ee mon clinical impres- 
signed e reliable than those they are 
cedure pata replace. Refinement of this pro- 
е sub; st depend, atsomestage, on reducing 
1967 а) jective distortions in (Woodmansey, 
observati, nd increasing the number of, the 
ions used in validation. 


Su 
BJECTIVE DOUBTS AND DIFFICULTIES 


Ea not only during clinical interviews 

hi м d difficulties interfere with the 
Unde i of parental hostility: they also seem 

the sa tlie a much more.general scotoma for 
Pp, 45 76 factor. Indeed, as Bowlby (1946, 
deling 44) pointed out on observing that 
tare ant children had generally been the 
kd Severe and long-standing parental 
Brot. the pathogenic influence of a bad 
Porta ronment. . [though] of paramount 
able к - -[for] the development of un- 
Mbit rte and delinquent character. x 
COngpic ignored’. In particular, this remains 
Punishmens 2 true with regard to actual 
еп for many case histories (including 
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some otherwise exhaustive biographical in- 
ventories) do not even mention whether it 
has happened or not, while in others its 
occurrence is obscured by euphemisms (such 
as ‘rejection’, ‘disapproval’ or ‘parental in- 
stability’) or is revealed only incidentally—for 
instance, by such specious and question- 
begging remarks as ' the child does not respond 
to discipline" or *punishment has no effect on 
him". This selective disregard of salient data is 
an objective fact and exemplifies the emo- 
tionally based observer bias (cf. Balint, 1957; 
Howells, 1963, pp. 11, 88; Wolff, 1967) that 
seriously tends to vitiate research. (Wood- 
mansey, 1967 a). 

Even when punishment is more unequi- 
vocally recorded, it often seems to be assumed 
that if it has been applied ostensibly for 
‘disciplinary’ purposes its effect will be essen- 
tially different from that of ill-treatment due to 
parental bad temper; 50 that the influence of a 
common factor is concealed by its distribution 
under separate headings. Or the reverse, but 
effectively similar, mistake may be made of 
attempting to measure the correlations of, say, 
‘excessive lenience '—as if this term denoted a 
single entity, whereas it sometimes seems to 
refer to parental kindliness and sometimes to 
gross neglect. 

Those who find it easier to identify with a 
harassed parent than with a troubled—and 
therefore troublesome—child (and very diffi- 


cult to empathize with both) are apt to regard 


extreme parental aggression às à reaction to, 
he child's condition. 


rather than the cause of, t 
While it may of course be both, it is still a 
maladaptive response; and constitutes the 
chief obstacle to repairing the relationship 
between them. Moreover, as in the present 
series, the hostility of parents to their children 
(and to the interviewer) is often out of all 

roportion to any evident provocation. Since 
the child's fear of the adult is more realistic 
(as well as more permanently damaging) 
than the adult's fear of the child, either of 
these fears indicates à need to help the adult to 
modify his personality so as to diminish re- 
spectively his aggression or his anxiety. 

Med. Psych. 42 


358 


Likewise, a reluctance to accept the present 
view may be expressed as concern to save 
parents from ‘deep feelings of guilt and 
inadequacy as a result of being...held... 
responsible for their children's problems" 
(Chess et al, 1967). Yet, however well- 
intentioned, this is illogical, not only because 
it amounts to rejecting a proposition merely on 
account of its supposed unwelcome conse- 
quences, but also because a conspiracy of 
denial (besides jeopardizing the chance to help 
with the problem denied) will enhance rather 
than relieve the parents’ existing feelings of 
guilt—by endorsing their fear that the truth 
is too shameful to reveal. (In any case, when 
child and parent are at loggerheads both are 
distressed, and neither is helped by a pretence 
that the problem is something else.) Moreover, 
recognizing the importance of parental atti- 


entail blaming 
Ten, should be 


still function as such, sh 
help; while in cases of the Seco. 
experience seems to confirm th 
may be sufficient, and that failur 
when the attitudes of parents о 
ficant adults remain unmollified 
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But parental hostility is itself a jeg 
tric symptom—with understandable "€ 
(Woodmansey, 19665)—and cannot be P 
pelled by exhortation. Yet its reduction d 
essential for helping the patients and M 
concerned (as well as for further testing a 3 
present hypothesis) which emphasizes ap 
pressing need, in psychiatric training, to A р 
students with the psychotherapeutic er 
allay hostility in patients and their re? 
(Woodmansey, 1967 a). 


SUMMARY 


A previously reported hypothesis 5 
marized, according to which childho aid 
genic illnesses of various kinds can be em саг, 
the results of specific responses (nam t 
retaliation or self-attack) to the hostilit W: 
figures, and which affords a logical bast 
vention and treatment. -— 

The complementary relationship pnt 
hypothesis and that of separation 
discussed. 


this 
en ^, 
we! а is 
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: ў to be P 
The same proposition is considered ence 


esc 
ticularly applicableto theproblemsof 240% acer 
since these are generally found to be €! adi 
bations of previously existing childhoo "E 
Or else manifestations of current € 


я og the 

overtly hostile adults. ctin 
ejec t 
Theoretical reasons are offered for 19] sr 


traditional belief in the inevitability Of o wi 
‘storm and stress’, which is also incons 10 
anthropological findings. d series Я 
The case details of ап unselecte ts at 
consecutive teenage psychiatric por pd 5) 
all but three had hostile parents iem 
shown to support the present ћуроб је“ + 
The need to look for, and reco D P 
parental hostility—both clinically #5 у 
more systematic studies—is pointe 
specific difficulties are considered. rë 
A number of serious and d 
and misunderstandings are discusse” 
It is contended that both pare ment 
management depend on the establis ив 
adequately psychotherapeuti 
lescent or parent or both, an 
teaching of psychotherapeutic$ и 
regarded as an integral and indisP 
psychiatric training. 
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Intimate and non-intimate relations in therapy 


By R. E. MACKIE* 


а commonplace that psychotherapeutic 
conside, has moved steadily away from the 
own? Tation of the patient’s inner life ‘on its 

45 though the patient were an island, 


Wai = 
b tds а greater concentration upon the 
Carin 


Ward 
“Upon 
Uctiy, 
Wise р: 
as m 
Perso, 


to 


§ that this inner life has upon his out- 
relationships with his fellows; primarily 
his relationship with the therapist, re- 
ely described as the transference. Like- 
Sychoanalytic theory, at least in Britain, 
Oved away from a predominantly intra- 
i emphasis in the direction of a more 
titties On approach. In both theory and 
Person н Wehave moved somewhat from a опе- 
Cho] ogy en а two-person (ог more) psy- 

qe he present time seems appropriate 
für аав the possibilities of taking а 
зе]. ©Р and considering the relationship in 
> О Some extent independently of the 


Perso or 
nalities of the individuals so related. 


THE LITERATURE 


ises 
been, evident that this step has in fact already 
P for inc сп by several workers. Guntrip (1961), 
fieag 2180, has produced a systematic classi- 
Quaji Ok relationships as such, in terms of the 
3y Be of dependence involved; infantile 
epe ея With the mother, mature inter- 
Ne and eleven intermediate grades. 
n et al. (1956) and the interactional 
~ Psychologists (Berne, 1961) have 
my BE understanding of the vagaries of 
rin е ation, mostly pathological, occur- 
ceq Ween people, especially in families. 
arita} © Current interest in family and 
Ачар, Processes has focused attention upon 
(966. relationships.) Recently Laing et 
k on „have produced a highly original 
М interpersonal psychology. By and 


9f ею . i й 
Аг €cturer in Mental Health, University 


large, however, these expositions tend to be 
not only complicated but also limited, in so far 
as they allow little place for the type of direct 
transmission of experience to which I shall be 
adverting. Laing indeed explicitly states: 

in this schema it is presumed that there is no direct 
contiguity or actual conflux of one person's ex- 
perience with the other. 

No account of the work already done on 
‘deeper’ preverbal, prerational relationships 
should fail to acknowledge the immensely 
stimulating effect which Winnicott's (1956) 
views upon varieties of transference, and 
Searles’ (1965) magisterial series of papers on 
the vicissitudes of symbiotic relationships and 
object relatedness in the therapy of schizo- 
phrenia,f have had upon those interested in 
this field. 

We may also touch briefly on contributions 
from different fields. From anthropology, the 
work of Lévy-Bruhl (1923) and his successors 
on the way in which ‘the law of participation’ 
and ‘sympathetic magic’ are taken very much 
for granted in many human communities, may 
serve as a useful reminder that these things do 
not seem so strange to everyone as they do in 
our own rather fragmented and rationalistic 
society. 

Nor should the views of theologians be 
ignored. Two themes only from an immense 
wealth can be cited. One is the powerful train 
of thought running from at least Dionysius the 
Areopagite (1920) in the 5th century to 
Erigena and St Thomas Aquinas in the middle 
ages concerning ‘knowledge by connaturality’; 
the ‘knowledge from within’ which we derive 
from the fact that we share our human or 
creaturely nature with other humans, or 


ТІ would be happy for this paper to be con- 
sidered as an extended footnote to ‘Neutral 
Therapist-Responses'. 


372 


creatures. The other is the profound and at the 
8 eol tribution to the theory of 
same time simple contr : 1 
ionships implied in Buber's fundamenta 
relations P the I-It and the I-Thou 
distinction between the dicis 
ostures (Diamond, 1960). The distinction 
Per is not between attitudes to times on the 
one hand and to people on the other; rather it 
reflects a distinction between bua fundamen- 
tally different stances towards ‘the other’, ani- 
mate or inanimate. ‘In the Ht posture the 
“1” holds back—measuring, using, and even 
seeking to control the object of its attention— 
but never, as in the I-Thou relation, affirming 
the other just as it is in itself.’ “The world of It 
is set in the context of space and time. The 
world of Thou is not set in the context of either 
of these.’ ‘The primary word I-Thou can only 
be spoken with the whole being.’ ‘Through the 
Thou a man becomes J.” In later works, Buber 
explicitly used the psychotherapist-patient 
situation as one in which the I-Thou encounter 
may take place, although he considered that 
full mutuality between the two participants 
was by the nature of the case impossible. 
The objection may be anticipated that the 
observations in this paper are subjective, un- 
susceptible to falsification and quantification, 
and incapable of being repeated in other 
centres; in a word ‘unscientific’. The present 
writer would agree but add that if this approach 
is truly unscientific, so much the worse for 
Science. 
It should be remarked that this is funda- 
mentally a philosophical question* rather than 
a scientific one. Considering also the philo- 
sophical field therefore, we may remark that 
even in the predominantly positivist recent 
past, Bergson (1912) has distinguished 


...two profoundly different ways of knowing a 
thing. The first implies that we move around the 
object; the second that we enter into it... The 
first kind of knowledge may be said to stop at the 
relative; the second, in those cases where it is 
possible, to attain the absolute. . .Tt follows from 
this that an absolute could only be given in an 


intuition, whilst everything else falls within the 


* [n this section I have drawn extensively on 
Stern's (1965) exposition. 
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PENE: e 
province of analysis. By intuition is У = 
kind of intellectual sympathy by — with 
places oneself within an object to resumed c 
whatis unique т it and consequently ee и whic 
Analysis, on the contrary, is the Rows own, that 
reduces the object to elements already * objets 
isto elements common both to it and othe 


SIS; 
Bergson was not speaking of psychoanalyse 
but his observations are remarkably apP 
nonetheless. 

Whitehead (1926) wondered 
whether the scientific mentality of : 
world in the immediate past is not а 89 
example of such provincial limitation 
and Buber himself, whilst affirming th 
of the I-It attitude in many NE 
sidered that it became a source of € 
oversteps its limits and claims to yen 
totality of truth, thereby dede 
possibility of response to the deep Thou e 
meaning that may emerge from 
counters. 


rn 
e mode 
the mod 


e validity 
ns, C0 


о 


FR ining ап. o 
human destiny—objective ascertain! 5 tod 
ing of meaning is not possible. he detach™ | 10 
so forces one to step back into t ily un aithfu 
the I-It posture, which is necessarily ptet: 


inal enc? Р 

the meaning disclosed in the originale - p 

m w int. 

Marcel’s (1968) distinction pet oi? 

lems and mysteries makes 4 ^al in 07 ech 

Problems can be solved and are ugh “> 

soluble once one has found bane cann? и 

the right technique. But a mys selves ae P ye 
solved in this way because we ОШ outside Í 

of it. We cannot place ourselves ^... iic 


ida nd ib ^ ie by | 
are inside it. I do not comprehe 501% 4 


à Ісай? an 
prehends me. It is not a problem Loft 


art €. гаћ! 
finding the right technique. 1 am Ре. | jnsl£ 


1 
e ма у 
it is only by living in it that t" os 
eha р 
comes. cel. о 
“It should be noted’, says Marg with [o no 
world is on the one hand ачан allo noth 
lems and on the other ite ше coh” 
room for mysteries.” Se 500 680" 
century, with its fashionable а 1 


bd ur ome 
into objectivity, has been for 5 
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unwilling to think seriously and systematically 
about relationships. 

Returning finally to psychiatry via Jaspers 
(1912) we may take note of his distinction 
between ‘causal’ versus ‘understandable’ 
modes of understanding abnormal psychology. 
zd former he describes as “causality from 
A out’, the latter as ‘causality from within’. 
UN Connexions between his views and those of 
м nysius, Bergson and Buber is evident. In 

15 treatise on psychotherapy (1963) he states: 


E is left in the doctor-patient relationships is 
нар x communication, which goes far beyond 
Hengen = that is beyond anything that can be 
beso or methodically staged. . .The Patient 
llin es clear to himself. E by establishing and 
eic out the revelation of himself in the course of 
in. ере ...There is а radical 
ied | in the meaning of therapy according to 
ferio the doctor addresses himself to the pa- 
idm, пење self, tries to clarify this at all levels 
Мени es effective communications by acting asa 
thee T 18 revelation, or whether he directs his 
oat peutic efforts at pathological ‘mechanisms’ 
у. 
отита, however, Jaspers fails to make 
(to me at least) from clinical examples 
pm means by ‘existential communication’ 
ips revelation’; so with this we may turn 
the library to the consulting room. 


PRIMARY- AND SECONDARY-PROCESS 
RELATIONSHIPS 


Е thesis to be advanced, somewhat ten- 
the a in the present paper 15 that many of 
Ships Ove noted observations about relation- 
differe may usefully be- subsumed under a 
тн System of classification. This distin- 
TOCess etween what may be called secondary- 
One ha + non-intimate relationships on the 
9n hee ; and primary-process, or intimate, 
> Other. 
ome e minate what I mean by these terms 
Inical examples are described. 


Case 1. Mr G 


A H 
Sentin, у саг-ој4 man of foreign extraction pre- 
8 with impotence, which turned out to be 


2 


24 
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only one symptom of a disturbed marital relation- 
ship. It emerged in therapy that the life style which 
he had imbibed at his parents’ (particularly his 
mother’s) knee was that one sought to find out 
what code of behaviour was expected of one, and 
then adhered to it as diligently as possible in order 
to be rewarded with approval and care. Any evi- 
dence of disappointment, grief or rage had to be 
rigorously suppressed, or the reward would be 
withheld. If the approval and care were withheld, 
for whatever reason, one could only try harder to 
do the ‘right thing’ and if one still failed one was 
more or less helpless. This impasse had now been 
reached in his relationship with his wife, and 
largely, in that with his children. 

In the treatment situation he sought to turn me 
into the good doctor who would tell him what to do. 
I declined the role, and he was able to depart from 
his code to the extent of arriving late for inter- 
views and going on holiday in midsummer (very 
much against the family tradition because business 
was best in summer). His discomfort and ulcer 
symptoms subsided somewhat, and his wife and 
he were able to arrive at a different and somewhat 
less unsatisfactory relationship. Treatment time: 


15 hours. 


Case 2. Ethel 

Referred originally with anorexia nervosa, and 
in treatment for 5 years now; mostly as an out- 
patient, but with three admissions, latest during 
pregnancy. During this time has had a suicidal 
attempt and at least two psychotic breaks, and 
been below 70 Ib., but is now physically healthy 
and operating fairly well as a mother and house- 
wife. Treatment time: 400+ hours. 


Case 3. Margery 

A 38-year-old married woman presenting with a 
left-sided phobia, responding well to brief (20 
hours) psychotherapy. This case has been reported 
extensively elsewhere (Mackie, 1967). 


Case 4. Fred 
A 25-year-old labourer, referred from prison 
with a wish to “know death’. Suffering from 
severe aortic stenosis, life expectation probably 
not more than a few years even should he have the 
cardiac operation which he had hitherto avoided. 
After about 20 hours of treatment, mostly in 
rison, remarried and again declined an arranged 
operation. Response to therapy uncertain. 
Med. Psych. 42 
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Some characteristics, partially р в 
of the relationships involved in these clinica 
examples may now be explored. 


Involvement 


Р f a fairly ordinary 
itai e a which a Anes 
therapeutic relationship rofound 
satisfactory outcome, at a not very p E 
level, was achieved. From the point of view 
of the therapist, it was neither exciting nor 
demanding; I did not Worry about Mr G., 
‘take him home with me’, think of him by his 
Christian name, or learn very much from him. 
I was able to be fairly detached about him when 
reporting to colleagues, and terminated 
therapy without reluctance. From the point of 
view of the patient, I would suspect that similar 
considerations applied, though to a lesser 
degree. 

Cases 2-4 were quite different. I worried a 
great deal about them all and learnt a lot 
(about life and myself) from them, Termina- 
tion of therapy (cases 3, 4) was a major wrench. 
In short, I was deeply involved with them, 
and have no doubt that they were with me. 

Let us note immediately that this involve- 
ment does not correlate at all with three 
factors which might be expected: duration of 
therapy, paying status, social background. 
Case 2 has been of long duration (400 hours so 
far), and case 1 was short; but so were cases 
3 and 4. In contrast, I could easily cite cases of 
lengthy non-intimate therapy where insights 
were hard-won by attention to verbal commu- 
nication, etc. without any of the intuitive 
flashes which characterize intimate ones, In 
any event, the intimacy, when felt, was I think 
felt by me from a very early stage, if not the 
first session. So far as paying status is con- 
cerned, Mr G. was the only paying patient in 
the series. (An intimate relatio 
bought, though it may occur when money 

changes hands.) Socially, Fred and Ethel came 
from very different backgrounds from my own; 
Mr G. and Margery more similar, 

It may also be remarked at this point that 
there seems no close correlation between 
‘involvement’ on the one hand, and conscious 


nship cannot be 
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or adult eroticism on the other. My s eil 
ship with Fred, and more pu iany Й 
Margery was marked by a fairly brisk E: vete 
in both ‘transference’ and ‘coun mast 
ference’; with Mr G. and Ethel (to - a 
at all. It may be that it will yet deve E. gam 
Ethel. Certainly, however, we unge 
deeply involved with each other for endi 
without myself, or I think her, exp бей 
much in the way of erotic (as € vir 
to physically tender in a primit! | 
feelings. са 

The same might be said of vadat 
negative transference and cou cd 
ference; Margery and Fred got sore е ighi 
and I with them; Mr G. and Ethel, aan ae 
I did, however, often experience E eesti? 
tremendous burden, so that I could | dn 
her company for longer than half ane be that 
times (and said so*). Here again it m 


have 
: other 

our negative feelings to each iras dd 
existed so far only in an embryon in 


. Aga 
that they will mature as time аде me been 
however, one must point out that Thott these 
closely involved for a long time WI conscious” 
negative feelings often approaching 
ness. "m" 

A point about negative ipai. i 
mate relationship is that they e aug. 
by being openly rude and a" ques 
instance, Fred was preoccupied es like te г. 
of his legitimacy, and I often fe a bastard. 
him that he was behaving ‘like ies оа 
(which he was) but did not at and glares 
first. When at last I did, he stiffene if I ha p 
but took it; remarking later Е een for v 
50 a fortnight earlier I would sint ой gu 
Similarly, I have felt free to т characters 
patients! pomposity or other p à 
in a way which was offensive achieved ^ 
once a certain point had been charact? f 
they have felt free to *give me ж лиа а 
The link between insult and 1n ike Fren 
course built into ime у was M 

* I have since come to fuesen nf 
periencing her projected wish Es her fro th 
sort о!“ parent’ who would ‘pus! tective- 
and not be too possessive or pro 


tions 
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where the familiar form, tu, is used for those 
One is abusing. 


Empathy 


n important characteristic of a relation- 
b 3 omes operationally as the ability to feel 
X m the shoes of another person; coupled 
abl à suspicion or knowledge that they are 
© to do the same with me. 
t > "s again the difference between case 1 and 
diee three was marked. Though reason- 
äl i ра I hope, to Mr G. I was never 
mee feel for’ him strongly in respect of his 
other ial preoccupations, his *foreignness' or 
tage geo which I might have expected 
sed to do. Similarly, he gave little evidence 
doct ing me as anything much else than ‘the 
or’, 
Boa the other hand I found myself, rather to 
Surprise and sometimes to my dismay, 
€ to feel with a quite personal immediacy, 
i xb. hand almost one might say, what it was 
ar r Ethel to see her mother in her coffin, for 
o y to suckle her children, and for Fred 
Мане upin prison. Similarly they seemed 
—. enes uncomfortably for me, 
Ethel, į m my moods and preoccupations. 
any In particular, was, as I discovered after 
e V s clearly aware of when I wanted to 
"Spare alone with my thoughts, and would 
sional os by retiring into herself, or occa- 
When y by failing to attend. (On one occasion 
nas + wife was in hospital, a fact which I 
enda believe she knew, she discontinued 
ус iris, for 10 days and retired into a 
ben 1С world of her own.) 
Under сна unusual phenomena соте 
ance is heading of empathy. There 15, for 
fantasi » the question of shared sensations and 
Useq 185. A schizophrenic patient (not cited) 
regularly to produce in me feelings of 
es sition, of sexual excitement, rage, 
She me of micropsia, which I soon gathered 
ent. feeling herself. With many other 
І have » Including Ethel, Margery and Fred, 
ми myself in the clinical session 
» ing into some fantasy which, a$ it 
quently emerged, had a correspondence 
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with some ideation of theirs as yet unverbal- 
ized. I would find myself thinking of, say, hands 
or ashtrays, and before long they would pro- 
duce important material relating to these sub- 
jects, with little or no prompting from me. The 
first time I became aware of Ethel's massive 
projections upon her sister, Frances, was when 
I found myself repeatedly writing Frances's 
name for Ethel's in her notes. (In parenthesis, 
Ethel's notes were quite unusually important 
to me; I found it very important to make 
prompt, full recordings of our sessions, to ' get 
it out of my system’; and on one Occasion was 
deeply dismayed at hearing that her notes had 
got lost. I think her notes may have had a 
significance as a sort of ‘transitional’ repre- 
sentation of her for me.) 

These empathic, or telepathic, phenomena 
have been, usually somewhat warily, reported 
by other workers;so Ѓагаѕ lam concerned their 
existence is a fact of life which, whilst not being 
able to explain, I have to take account of in my 
everyday clinical work. Indeed Ifind my own 
sensations of the greatest value in elucidating 
the patient's current state of mind, even when 
there appears to be no possible connexion. 

Another rather exotic phenomenon is the 
‘echo’ of the patient's physical symptoms by 
the therapist. I am thinking of a woman much 
troubled by borborigmi; at one stage of treat- 
ment I used regularly to find myself similarly 
afflicted, our twin intestinal rumblings forming 
a macabre counterpoint to our verbal ex- 
changes. Sperling (1967) in a recent review of 
psychosomatic disorders, has found it neces- 
sary to advise against the treatment of such 
disorders by analysts who suffer from them 
themselves! 

A more usual, and therefore more easily 
overlooked, phenomenon is the well-known 
manner in which certain patients seem to 
induce in their therapists affects similar to 
their own. Searles (1965) calls this the ‘re- 
flection process' and finds it valuable not only 
in therapy but in supervision. I am particularly 
indebted to Dr Rochlin for a tape of a treat- 
ment session of a hypomanic patient which 
demonstrated clearly the way in which the 
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patient's mood swings seemed to be reflected 
in the therapist's tone of voice, a fact of which 
he was unaware at the time. 

In this connexion I wish to also remark 
upon some implications of the very valuable 
concept of projective identification, introduced 
by Melanie Klein (1948). x not only sees Y 
as the incarnation of projected identity ele- 
ments of his (Xs) own; he often succeeds in 
making Y feel and behave as such. This 
phenomenon is regularly observed between 
spouse and spouse, between parent and child, 
and in other relationships, notably the thera- 
peutic one. How does it come about that Y 
receives these unconscious (and often con- 
Sciously denied) messages so clearly, and 

obligingly enacts the role of angry husband, 
promiscuous daughter, depressed therapist, 
or whatever it is that Y ‘demands’ of him or 
her? Partly no doubt, because it Suits Y's own 
book; but we can see clear] 


conscious, angry, 
them.) It would s 
may usefully be г 
function of the relationship itself. 


Degree of otherness 
I can find no bett 
to describe this fasci 


ne; We were different yet the 
same; mirror images of each Other, These 


problems of mutual identification 
satisfactorily resolved. 
(Perhaps this, as much as Conflicts over 
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homosexuality, is the reason why a aw 
ship with a member of the opposite sex is 0 uel 
easier to disentangle; there are clear Ln pem 
limits set upon the degree to which the p^ 
people can become ‘confused’ with ¢ 
other. А 

І d indebted to a colleague (Dr Keith e 
Page) for another interesting REP. 
highly intelligent patient who had worke n 
for himself a formulation of ‘central orre- 
‘peripheral’ relationships somewhat sn 
sponding with my own, and who at њи я 
became preoccupied with the question о of his 
transplants. It was clear that fantasies stem 
having the therapist’s central nervous “jon. 
(and genitals) entered into this dpa s ми ка 
There are of course many parallels po о 
thropology and mythology to these pt it 
magical incorporation of the Res. organ 
may be that in the dawning era e: а lo 
transplants that we shall have to pay 
more attention to them. 

The developments of this ‘other 
Ethel's relationship with me were rem 
To begin with, I seemed to need 
environment, a home, more than à ipee y p 
room was very important, and she pee was 
herself! when in it. Later, when tely 4" 
hospitalized, she became passion a always 
amoured with her own room; ‘I’ve oint 
wanted a room of my own’. At this P pon: 
became something she could use to T tree P 
"уоште like the stake that a sma eriod 
Supported by’. Later there was à Ye 
when I could not make out what I was, d 
eventually it dawned on me M at pal 
transitional object, and this Au acquire” 
retrospectively much later when SN© * -pild 


ness’ In 
arkable- 


sent ап 


I (or her idea of me) had been to her pt an 
a couple of years. Ultimately пе беба 
dawned when I made а wrong ur p 
which she recognized as eub, а m a 
“Suddenly I realized that you are e, and cd 
all’. She reverted to the earlier mo sup i 
the silent communication which art P 

I could understand without her ha 
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it into words, at intervals thereafter; but 
generally consolidated her notion of our 
‘otherness’, and was able to describe poig- 
nantly her longing for ‘a me of my own’ which 
She was then afraid would be again lost to her 
by the arrival of the baby.* Thus, precariously 
at first, but with increasing solidity, she was 
able to differentiate herself from her original 
Confused amalgamation with her internal 
Mother, myself, and others; and become ‘a 
Someone at last, though only when I’m in here’. 
However, it may be noted that, although the 
quality of otherness changed radically in her 
relationship with me, the qualities of involve- 
ment and empathy remained undiminished 
throughout, Presumably something similar 
Occurs in any normal child-parent relation- 
Ship as the child matures. 
linical experiences like these make one 
Suspect that a considerable degree of inter- 
‘tation or vicarious experience between 
bes People exists more regularly than has 
n customarily thought. The concept of 
eto Dundary derived from one-person psy- 
oe ову is Possibly more of a hindrance than a 
ж. Ina radical two-person psychology. I am 
is oe having arrived at a definitive position 
Would е Subtle and important matters, but 
tained Suggest that the possibility be enter- 
< that the boundary between ‘I’ and 
йа ‘in an intimate relationship is, at least at 
» а fairly tenuous one. 


e 


Intolerance of each other’s false self 


fase Some extent, I think most of us present a 
People. (Winnicott, 1965) habitually to other 
the 9 > es Psychotherapists, this comes under 
Not =. Ing of "professional hypocrisy’. Тат 
Not: hom Whether it is a therapeutic virtue or 
са ^ at Тат reasonably sure of, is that one 
Primar 8et away with it in an intimate, or 
Е У-ргосезз, relationship. Just as one 
ô through’ the other, the other ‘sees 
“8h” oneself, 


ink that this point needs emphasis and 


Seeg 


thr 


* 
Si She noy г 


оп (th efers not only to ‘being with’ 


€ baby), but ‘being Simon’. 
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clarification. My patients do not know about 
me (my private life and beliefs, etc.), whereas 
I know a great deal about them. On the other 
hand, certain ones seem often to know me (as 
opposed to knowing about me) in surprising 
ways; at other times they * got me wrong’ in the 
ways one would expect from considerations of 
their internal economy. It would seem im- 
portant for the therapist to indicate in some 
way when their perceptions of him are, in his 
view, correct, and when they are incorrect; 
otherwise the patient has no way of confirming 
his private perceptions. I am in agreement with 
Klauber’s (1966) remarks on this point, 
apropos of the beneficial effects on the patient 
of the therapist’s ability to acknowledge his 
real life shortcomings, when the patient has 
perceived them correctly. 

From the point of view of the therapist rather 
than the patient, the perception of the other’s 
‘real self" has at times come to me in a striking 
way. I recall one occasion when I saw Ethel 
after having hada shortsleep after lunch, during 
which I had had an important and vivid dream. 
Whilst still inhabiting, as it were, the dream or 
primary process world to some extent during 
the session, 1 obtained a view or idea of what 
she was ‘really’ like, which is quite unverbal- 
izable but highly reminiscent of Bergson's 
quoted remarks about ‘intellectual sympathy’. 
I realized with effortless clarity to what extent 
I had been taken in for many years by the 
facade which she habitually elected to present 
to the world. My verbal observations arising 
out of this insight were categorically confirmed 
by her, and without doubt marked a turning 
point in our relationship and her therapeutic 
progress. 

A similar experience with another patient 
(not cited) is easier to describe. This was a 
student who used to talk non-stop throughout 
our early sessions. The content of the talk was 
fairly defensive, but nevertheless one had 
intimations of sensitivity somewhere. It began 
to emerge that his father was extremely curious 
about his inner life (starting with great interest 
in his faeces in infancy); the patient found it 
necessary to conceal a good deal about his 
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inner life from this rather dominatin gcuriosity. 
At about the time that I realized how he had to 
defend himself from my supposed ae 
Talso realized that he had an unusual quality o 
stillness and composure, reminding me of 
Wordsworth's lines *peace subsisting at the 
heart of endless agitation’. I commented on 
his stillness, and added ' but I think you've had 
to hide it away from people'—not knowing 
quite why I said so. However, he agreed em- 
phatically, and it turned out in subsequent 
therapy (thereafter much less chatter-laden) that 
this stillness was one facet ofa deeply concealed 
identity nucleus which had first manifested 
itself to me in this moment of perception 
beyond my conscious wisdom. 

Again, with an apparently dithery, uncer- 
tain woman,I suddenly became aware, I think 
from the way she marched into the room one 
time, of an inner core of steely decisiveness. 
On such occasions, one must be aware of the 
danger of ‘misreading’ the patient, of ‘giving 
him a character’ which pertains more to one- 
self than him; for this reason I attempt to 
phrase such hunches not as ex cathedra state- 
ments, but as my own observations; ‘I got an 
impression of your decisiveness’ or whatever; 
and am prepared to abandon the hunch if he 
does not respond briskly with either confirma- 
tion or indignant denial, 

The ‘front’ par excellence, false or true, is of 
course the face, and in particular the eyes and 
mouth (^ These", says Dante, ‘the soul parti- 
cularly adorns’), The revelation of the true, or 
truer, self has often been expressed by a change 
in facial expression too subtle for me to de- 
scribe, but instantaneously recognizable as be- 
tokeninga ‘different’ person. Birtchnell (1967), 
in a systematic examination of facial expres- 

sion, has much that is pertinent to say of the 
use of the face to conceal (the mask) as well as 
to reveal. Searles (1965, p. 645) has commented 
upon the fascination with which rec 
schizophrenic patients have watched 
of his own facial expression, and 
Spitz: 

The child learns to distinguish animate objects 
from inanimate ones by the spectacle provided by 


overing 
the play 
quotes 
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his mother's face in situations fraught with dx 
tional satisfaction. . .[and] This is the ee 
mental step in which the ‘I’ is Aneen а 
the ‘Non-I’; in which the infant becomes à 

the ‘otherness’ of the surround. 


(It took Ethel years to look at me.) it, tone 
Other bodily О SEA 1638 
of voice, posture in the chair—are eral my 
expressive than the face—and in Sr јо 
impression is that non-verbal commu re of far 
(including silence; see Jarrett, €: TE in 
greater importance, relative to verba 5, (This 
intimate than in non-intimate relation tantile 
would be in line with the presumed f n 
origin, or first expression, of the is not 
primary-process relationship.) = unimpo™ 
say that verbal communications ar ugh the 
tant in an intimate relationship; p corre? 
importance is often enlaced with ji, viz: that 
perception of плена uri ct ' insulting: 
one is making a joke or being polite mes any 
Itis not necessary to dot many 1 $ or ep it 
Us in an intimate relationship; ап d 
becomes so, one suspects that som оп, 
deliberate misunderstanding is pong pensio” 
someone is retreating into incomp 


or incomprehensibility. 


Reciprocity T above 
In respect of all four factors к ud 
(involvement, empathy, ‘other fa 


n 
tolerance of false selves) there ak es of 
considerable reciprocity in А theint! 
relationship,the non-intimate an d simi 
that is to say, both parties reacte sly W85 es 
each other. The difference obvioU t ur 
in the non-intimate relationship patie” i. 
were comparatively absent a$ зе 5 in the in 
therapist, and vice versa; cee in 
mate relationships, they were P 
directions. | ali 
An exception to this gener d 
seem to have occurred in the ‘ot 
‘otherness’; Ethel always а й 
to me, whilst I apparently did п en 
so for her. Fred and I, p 
pari passu in this respect d 
brief period of acquaintance. 


on У 
zation «oft 
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Table 1 


Non-intimate relationships 
(secondary process) 


Intimate relationships 
(primary process) 


(a) Involvement Low High 
Payment = = 
Duration of therapy —* == 
Social background —* = 
Conscious adult 
erotic or Less More 
aggressive likely? likely? 
feelings; verbal 
offensiveness 

(b) Empathy Low High 

(c) Otherness Complete Variable 

(d) Intolerance of: 

False selves Low High 

(e) Communication Predominantly Predominantly 

verbal non-verbal 


(f) Reciprocity 


High in respect 
ofa, b, cand d 


High in respect 
of a, b, and d; 
variable in c. 


* No clear correlation. 


,, Other exceptions would apply to the field of 
ge about’ as opposed to ‘knowing’ 
ere there was obvious non-reciprocity; to 
Payment when present, and to many other 
ат Шаг factors in psychotherapy. There would 
ad partial exception in the very important 
id of ‘giving and taking’; whilst Ethel, Fred 
ва] Margery undoubtedly gave me a great 
and Vs the way of ecstasy (in the Greek sense) 
5 uman enrichment, and may even be said 
свира = treated те to а certain extent, one 
took. not say that they gave as much as they 
Subject to these reservations, we see, how- 
Breat that in many profound ways there is 
и €rreciprocity and mutuality in the patient- 
apist relationship than Buber, for one, 

ЗУ have recognized. 
hese considerations may be tabulated (see 


Table 1. 
PRACTICAL IMPLICATIONS 


I H 
ent Would stress that these conclusions are 
ative, and designed to provoke questions 


rather than provide answers. However, to the 
extent that they are acceptable, there must en- 
sue certain practical considerations, which we 
may now examine. 


The countertransference 


Guntrip has noted that the traditional 
psychoanalytic techniques can be used by the 
analyst to protect schizoid unrelatedness. 
There seems little doubt that this was the 
picture of the analyst’s participation implicit 
in the analytic literature (whether or not 
followed in analytic practice) for many years; 
a fortiori perhaps in Fenichel’s (1945) text- 
book. Since early days, however, voices have 
been raised to question the validity of this 
stance; at first provoking considerable dissent, 
like Ferenczi’s; but latterly gathering confi- 
dence with, for instance, Searles (1965, p. 284) 
remark that he had never got someone better 
without fantasying setting up house with him 
or her; and in general the current debate 
about the countertransference, professional 
hypocrisy, etc. 


380 


Broadly we might say that psychotherapists, 
like everyone else, have been wary of entering 
into the very intimate relationships I have been 
attempting to describe, for fear of ‘losing the 
head’ (i.e. madness, loss of control, ete); 
Again like everyone else, psychotherapists 
have been able to produce rationalizations of 
these fears in terms of propriety, keeping con- 
trol, ‘where will it lead to’, etc. The result has 
been a certain loss of spontaneity on the part 
of the therapist (at any rate as he presented 

himself in public; what actually happened in 
the consulting room was often, one suspects, a 
different matter). It is recorded that one of his 
disciples once said to Confucius ‘I always 
think three times before acting’, to which the 
master replied, ‘Twice js usually enough’, 
Possible Confucius represents a hitherto un- 
acknowledged 


themselves to lose cont 


In many cases, like that of Mr G. and myself, 
the potentialities of a 


« E € 


yes or ‘no’. It may be neces 
to say ‘no’; but need we auto 


у à matically assume 
that it is a therapeutic virtu 


€ to do so? 
Selection of Patients 
It would appear that a 
relationship would be likely t 
tive in a patient with psychotic ог primary- 
process problems (by which I do not mean a 
patient with clear psychotic symptoms; neither 


Primary-process 
о be more effec- 


R. E. MACKIE ? 


Fred nor Margery had any classical psychotic 
symptomatology); whilst a dia d rn 
relationship may be adequate in a patient wi 
less profound problems. in 
To say that certain patients need à er in 
type of relationship is far from being ab sies 
prescribe such a relationship. Certain steps А 
Бе taken, however, to facilitate its Miro at 
One step would be to make it м WE 
any rate susceptible to open discussion; A dn 
this paper. Another step is to arrange for гб 
gree of‘ mutual selection’ between opes 
therapist and prospective client. At the i. 
Clinic, a colleague and I have an outpa ied 
Session in which new patients are “presen ists 
to a group of six or eight potential iei m 
who are encouraged to ask the patien list 
tions. From the ensuing interchanges, agi 
frequently observed that a certain р "да te 
often a surprising one, is particularly uently 
wavelength’ of the patient and is (€ This 
discovered to be able to treat him We 1 alter- 
arrangement is in contrast with the Teen i 
native in which a patient is allotted poe 
therapist without either having pro the 
meet the other. Our experience is roduces 
‘courtship’ procedure (the first), P gf" 
better results than the ‘arranged mart! allow 
In Aberdeen an attempt is made snatch- 
similar considerations to operate in the ™ 


15. 
- pans ir super vis? 
ing of trainee therapists with their sup 


The demand on the therapist oth 


Primary-process relationships sm wher 
rewarding and demanding. (At one at s.) 
I was giving up smoking during з ower? 
found that the ones where I was me ashi yr 
those when a primary-process pera numb 
established, or looming.) Asa rule b . proce" 
have found that one hour of mir e 
relationship is as taxing as two a s 10 E 
secondary-process therapy. This П lo? 
taken into account in assessing pee 
of which one is capable at any 81У 


A note on LSD 


It is some time since I used г. у 
Psycholytic drugs, but I V 


P ——— A Il 
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experiences Which I would now consider indi- 
cative of a primary-process relationship being 
sef Up, or promoted, by the use of the drug. In 
ар patients, for instance, I used to have 
b dei oi that I knew when the drug, 
А нв intravenously, "hit" them, from 
а A or Swimming sensation in myself. I 
ban so thinking that the drug had an effect 
tho yon the patient but on the relationship, 
Ugh at the time I dismissed this thought as 

absurd, 
des indebted to a colleague (Dr David 
mea | uses the drug therapeutically at 
mena indie, confirmation that many pheno- 
ili. icative of a primary-process relation- 
brio rra observed; and in particular 
Which « rmation of my views of the demand 
mar à relationship, obtaining when the 

15 оп LSD, makes on the therapist. 


; Intimate therapeutic relationships by 
Professionals other than psychotherapists 


ele opinion that psychiatrists unsym- 

tioners to psychotherapy, general practi- 

ны to psychiatry, nurses, 

i eed UE etc. are capable of forming, and 

tOCess egularly do form, intimate or primary- 

heir relationships of the utmost value with 
Patients. 


A THEORETICAL IMPLICATION 


mal а theoretical implication may be 
eme "s Somewhat tangential to the main 
tis this. this Paper, but not without interest. 
9t relationships may be internalized and 


erwi а А 
are Wise Psychically transmuted as objects 


Mote point brought out in the exegesis of 
"lations Situation was the extent to which his 
With ОЗ with his wife paralleled his father's 
In bud mother. This situation, familiar in 
tt e and marital therapy, may to some 
fo Tes explained upon the lines of the choice 
it also у тезеть Нов contrasexual parent. May 
аце, © eXplained as having to do with the 
Ype Production in his marriage of the 
2 relationship (cold, placatory, affec- 
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tionate, or whatever) which he observed be- 
tween his parents in childhood? 

This theme cannot be further elaborated at 
present, except in so far as it impinges upon the 
individual's capacity to tolerate intimate 
relationships. Presumably this capacity origi- 
nated in a fortunate mother-child relationship; 
I do not think it can be taught, but it may be 
fostered by the experience of more or less 
intimate relationships in adult life. Certainly I 
myself find my capacity to tolerate them in- 
creasingly enhanced; I seem nowadays to have 
a higher proportion of intimate relationships in 
therapy than I did a few years ago. Similarly, 
patients who have had intimate relationships 
to me seem to have been able, in some cases 
that I know of, to allow this experience to 
generalize to other relationships in their life. 

Again, alternative and more familiar ex- 
planations are available for this phenomenon 
from traditional one-person psychology 
(lowered defences against affects, etc.). I would 
like, however, to suggest that it might be at least 
useful to consider the possibility of a capacity 
for relationships having some sort of psychic 
life in the individual in the way that an object 
has. There is in this the beginnings of a study 
of the ‘I-You (plural) exchanges. 


AN IMPLICATION FOR EVALUATION 


One of the difficulties in evaluating the 
results of any type of psychiatric treatment is a 
degree of confusion and indecision over what 
the purpose of treatment is. Is one trying to 
remove symptoms, or relieve underlying con- 
flicts? If the latter, conflicts at what level? It is 
clear that if different workers, or different 
styles of treatment, have different purposes, 
there is bound to be disagreement as to which 
is most effective. 

Ina thoughtful discussion of this vexed topic 
Malan ef al. (1965) propose the difficulty of 
deciding whether a patient who has been put in 
touch with her deep feelings at the expense of a 
degree of chaos in her love and social life, is 
improved or not. It seems to me that this is the 
sort of result likely to emerge fairly frequently 
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from an intimate therapeutic relationship, and 
to add further difficulty to the already com- 
plicated task of assessing the results of the 
psychotherapies. 


SUMMARY 


It is suggested that the time has come to study 
modes of relatedness as such, to some extent 
independent of the personalities of the individuals 
so related. Existing opinions on this topic are 
reviewed and the tentative suggestion is made that 
a further classification of. relationships, particularly 
therapeutic ones, is possible on the following lines. 

(a) Primary-process or intimate relationships; 
marked by high degrees of involvement and em- 
pathy, varying degrees of Strong conscious eroti- 
cism and hate, a fluctuating degree of confusion of 
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identity, predominantly non-verbal comimunice 
tion, and low tolerance of "false selves -— 
(6) Secondary-process or non-intimate - ~ 
Ships; with а low degree of rare te 
empathy, probably no very great сае. — 
consciouseroticism or hate, little possibili ded 
fusion of identity, predominantly verbal e 
cation, and a high tolerance of false eggs 
It is suggested that (a) is suitable el infantile 
tion of problems at or near the mort for the 
or ‘primary’ level; whereas (6) is TD vel, Other 
resolution of problems at a neurotic le are con- 
implications for practice and theory 
sidered. 
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Vicissitudes of being, knowing and experiencing 
in the therapeutic situation* 


Ву M. MASUD R. KHAN} 


All psychotherapeutic experiences that we 
far discussed in various types and styles of 
Psychotherapies today derive in one way or 
another from Freud’s invention of the 
Psychoanalytic situation. Stone (1961) has 
Blven a very detailed and authentic account of 
the nature and character of the analytic situa- 
Чоп (cf. Khan, 1962). Here I shall only 
briefly state the essential features of the 
PSychoanalytic situation. I am approaching 
the whole area and issue of psychotherapeutic 
experiences from the classical Freudian point 
9f view. It is my belief, however, that what is 
true in this frame of reference is also valid for 
all other types of psychotherapeutic ventures. 
~ ће total analytic situation, as arranged and 
‘tablished by the analyst for his patient, 
Unctions in terms of : (1) the analytic setting; 
the transference; (3) interpretations. 
Analytic setting is, of course, the physical 
lence that the analyst provides: the room, 
light, the furniture, the couch and his own 
ea Transference is something very 
“lalized, which the analyst also provides. 
bes Padus of transference, as defined by 
(1912), has become too generalized 
њ The important thing about transfer- 
tra “У that the potentiality in the patient for 
анор 2086 experience is mobilized and 
the Sieh only by the analytic setting and by 
Pretati, YSUs behaviour, in which verbal inter- 
Ore 9n plays a very mutative role. Further- 
trangt It is Necessary to distinguish what the 
‘tence provides towards the total 


* 
apes vised and enlarged version of a paper that 
Ps ch a Originally in Bulletin de l'Association 
title «”alytique de France, no. 5, 1969, under the 
de ТЕ © Vicissitudes de l'Etre, du Connaitre et 
Prouver dans Ја situation analytique’. 
ans Crescent, London, S.W. 1. 


clinical process from that which the analytic 
setting provides (Winnicott, 1955; Balint, 
1968). 

The analytic setting provides space, time, 
and the presence of the analyst towards the 
clinical process, and the experiential yield 
from this for the patient is ‘holding’. I am 
borrowing the concept of ‘holding’ from 
Winnicott’s theory of parent-infant relation- 
ship. Winnicott (1960a) uses this concept 


to denote not only the actual holding of the infant, 
but also the total environmental provision prior 
to the concept of living with. In other words, it 
refers to a three-dimensional or space relationship 
with time gradually added. 


The inference here is that the clinical analytic 
situation is essentially modelled on the infant- 
mother relationship. It is here that the 
researches into infant care on the one 
hand and the theories of modern ego psycho- 
logists on the other have substantially en- 
larged the more restricted concept of Freud 
of both the role of the analyst and that of the 
analytic situation. What Winnicott designates 
as ‘the actual physical holding of the infant’ 
in the clinical situation, metaphorically as well 
as sentiently, is represented by the role of the 
couch. The result of this ‘holding’ in terms 
of time and space for the patient is the 
experience of being. 

In parallel and yet in contrast, the trans- 
ference in the total analytic situation pro- 
vides the means for an object-relationship, 
and thus the scope for the processing of inner 
psychic reality with its attendant defence 
mechanisms. If this comes through correctly, 
then it leads to experiencing in the patient of 
himself. A concomitant of the act of 
experiencing is that of knowing—that is, 
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insight. Here lam trying to relate the dev 
of the analytic setting in terms of *ho ing 
to being. and transference through object 
relationships to experiencing in the patient. 
Knowing in the psychotherapeutic experi- 
ence results largely from the act of interpreta- 
tion on the part of the analyst. Verbal 
interpretation is a very specialized and 
limited function of the total behaviour of the 
analyst vis-à-vis his patient in the total 
analytic situation. Interpretation is that act of 
verbal and affective intervention, contribu- 
tion, and evaluation by the analyst which 
crystallizes two new experiences for the 
patient: (a) recognition of his being, and 
(b) the knowing of his experiencing. 

The whole of the psychoanalytic theory of 
analytic technique is more or less centred on 
explicating the different modalities of knowing 
through interpretation and transference. 
What is less often discussed is the fluctuating 
interplay in the patient's total experience of 
himself in the analytic setting in terms of 
being, through the object-relationships pro- 
vided via transference towards experiencing, 
and the knowing of his intrapsychic reality and 
interpersonal conflicts through interpretation. 

Interpretation in this context has highly 
Specialized characteristics in terms of the 
given climate of psychodynamics and psychic 
reality operating in the clinical situation at a 
given moment (Heimann, 1956). The act of 
interpreting, however, should include also the 
analyst’s reticence— that is, his not-interpret- 
ing. As Winnicott (1954) and Balint (1968), 
among others, have stressed in re 
in the area of analytic work where the setting 
is facilitating holding and being, it is essen- 
tially not-interpreting that is the analyst’s 
contribution. To the question of what is not 
being interpreted, the answer is ambiguous. 
What one can identify is that the act of not- 

interpreting is not a simple passive act. It is 
the result of intensive analytic work that 
precedes it, in which a patient's Tesistances, 
deriving from his ego pathology interfering 
with his own authentic experiencing of his 


being in the analytic setting, have been miti- 


cent years, 
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gated. Balint (1968) has defined this yn 
the analyst as *the unobtrusive analyst а 
Winnicott (1954) calls it ‘the usos pde 
regressed patient in the clinical setting - ~ 
these, of course, are highly M ec " 
artifacts of clinical experience, arrive 
through diligent interpretative work. МР 
To рш it paradoxically, вени pr 
is the climax only of interpretation. It with- 
possible to arrive at wife а by 
out interpretation. It is this that is 1mp ~ ego 
the statement often made that the pani 
strength and complexity of psychic + before 
ing has to establish itself in the sep 4 op 
he can arrive at the point where um the 
interpretation of the analyst crystall! 


А Khan; 
experience of being in the patient 
1964). TT 
Е ; etatio 
The second function of interprete essen" 


that of inhibiting and organizing the IP 
tial and discursive exploitation discharge 
ference by the patient towards deal 
through mentation. There is a very hich run? 
of compulsive material-producing pose by 
counter to the need of experiencing n 
the patient in the analytic smar pail and 
It is only when the vectors т" hed і 
experiencing are reliably estab ing i 
patient's capacity and funero to disc 
analytic situation that one can beg! n t0 
the mutative role of interprete d areas 
facilitating knowing of all the con геа ities е 
of intrapsychic and interpersona me pretati® 
the patient. Only thus can Ш “ 
facilitate insight. the руба, 
In the above re-statement of lytic ae 
dynamics of the total gap hatt 
tion, the emphasis is very maeh аи ro 
analyst does, contributes, and oat re i? 
intrusively inflicting on his p ofi et 
temporary gains from the stu P s SY 15 
mother relationships, as well pt where 
logy, have brought us to a ihe cour 
largely the understanding 0 ctionin’ 2 of 
transference discipline and "a patu" 
will yield the true deinen сене ane? 
interpretation in the analyt! being de 
Countertransference is here 


great 
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аза non-pathological capacity of the analyst's 
eei, intelligence, and imagination to 
omprehend the total reality of the patient. 

ae ‘counter’ in the concept counter- 
MEUS is most significant, because и 
insi : es the fact of the separateness of the 
E. yst from that which he is identifying and 
а with in the patient's experience. 

the. Са of the analyst's self from 
Ee ient’s experience in the area of counter- 
ES is essential to keep in focus, 

ены, blurring of boundaries in this 
Psychic m merely to а clinical confusion of 
ьа realities. It is imperative that, in the 
Зн, equation, the psychic boundaries and 
analyst, of at least one party, namely the 
and’ 4 Зи always be distinctly structured 
Aims efined in terms of their functions and 
Ne now give clinical material from three 
5 to define the nature and character of 


Speci à н é 
2 ific psychotherapeutic experiences in their 
nalyses, 


INTE 
NTERPRETATION, SYMBOLIZATION AND 
KNOWING 


is, 80 report now from the clinical 
live н of à young, highly educated, sensi- 
Sought intelligent female patient, who had 
| enr. _analysis because, in her own state- 
nd eas is something in myself that I 
Ore d and which I would like to know 
зер about.’ Emphasis on knowing in this 
Tom the very beginning was the patient's, 
mr She suffered from a poverty of 
" Sy life. She was too rational, she felt. 
tr ysis has now been in progress for some 
years, and I report from a recent session. 

of e. e came in a rather robust mood 
Б "being, lay down, and in her usual 
ен to talk quietly. She had gone to 
Meng ae over the weekend with a female 
бар 9 had suddenly got very upset and 
ha i Sed by something in the play and they 
ed peo the theatre. The next day, this 
еъ ad rung up ће patient and talked at 
about her inner problems, to which the 


fant 
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patient was very sympathetic, and the friend 
had been almost crying on the phone from 
depression and distress. The patient, who has 
as a person an explicit capacity to understand 
others and empathize with their moods, was 
left wondering afterwards how can someone 
become so depressed; someone who is in her 
own life otherwise very creative. This made 
her talk about how in her own life she has 
never felt bored, and there has always been 
a sort of solid sense of well-being in her, and 
then she commented that the sense of well- 
being in her somewhere always makes her 
think it is because an area of her own inner 
life is shut away from her and which she 
needs to know in order to be a deeper sort of 
person. She described her state of affairs as 
being well from a lack. Then she was silent 
for a little while, and I could feel that she was 
absorbed with herself. She suddenly remem- 
bered that she had had a dream which had 
upset her very much. She prefaced telling the 
dream by the statement that ‘it was a new 
sort of dream for her'. The dream was as 
follows: 


Dream about my mother carrying my father's 
coffin downstairs. I was standing to one side at 
the bottom of the stairs and was upset to see that 
his head had to be in a separate coffin and that 
both coffins were so thin, I wondered how they'd 
managed to get his body in and thought his feet 
must have been hurt in getting them to lie flat. 
My mother opened the coffin with his head in— 
it looked like a cold joint of meat—skull shaped— 
and my mother got a knife and made an incision 
where the nose would have been and then 
scrubbed at a place on his cheek till some of the 
flesh came up. Then she put two apples in one eye 
socket and one apple in the other socket. While 
this ritual was going on, I felt very miserable and 
watched my tears sinking into the carpet. 


In her associations to the dream, the patient 
had singled out four features as being 
important: 

1. That though the dream’s narrative may 
strike one as sadistic, in fact the affects 
experienced by her while dreaming had not 
that quality. Her mother in the dream, she 
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felt, was doing something almost autistically 
and had no comprehension at all of its 
meaning. She was, as it were, involved in a 
ritual act without affect. 

2. Her own helplessness vis-à-vis the 
mother particularly, and all the events of the 
dream during the act of dreaming. She was 
merely a passive onlooker, who registered the 
events without understanding anything of 
their meaning. 

3. Though she had been able to cry for the 
first time in a dream, she felt distressed at the 
fact that her tears had aridly fallen on to the 
carpet and made no real impression either on 
her mother or in her own experience. 

4. She had the distinct feeling that the 
dream's narrative was Saying more than the 
imagery of the dream, but she could not quite 
grasp what. This was in marked Contrast to 
her other dreams, where the imagery had 
always been very explicitly Tepresentative of 
instinctual needs and conflicts, 

In terms of the dream Specifically and what 


pacity to 
me. 

icular inability to make 
mother, and the phase- 


aturational Capacities that 
had led to the arrest of her fantasy life and 


pushed her to a Precocious alignment with 
reality and extroverted rationality (see Winni- 
cott, 1948). Mourning and sadness became 
unfeasible in her developmental process as а 
child, because neither she nor her mother had 


print and make Conscious at the tj 
It was this part 

reparation to the 

inadequacy of her m 
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the means to cope with it at that time. Ee 
reminded her how, during her early ¢ het 
hood, she had been thrown very much on sé 
mother's resources because of long а 
of her father on war service, when she 
between two and six years of age. _ 6 who 
It was most striking how this apes "gom 
So far had been able to recall very litt i no 
her childhood and had given almo ed to 
material about her mother, now ads ad 
open up and describe most гак уе. early 
meaningfully some basic aspects о mother: 
development and relationship to ae of some 
I am here abstracting from materia session- 
three weeks that followed the M most 
The features that turned out to 
important were: . 
(a) How clearly she had registe fantasy’ 
allowed it to become elaborated by tic dis 
her mother’s state of chronic and oe which 
may vis-d-vis life and her own саен d over 
she had compensated for by fetis 3 body 
involvement with her daughter 
hygiene. | 
f^ The total absence of aan c и 
conflict vis-à-vis her mother — o - 
mother's incapacity to tolerate =. Ш 
distress, anger, and fractiousn 
child. -— 
(c) How she had not at all esce eats: 
absence of her father through iom ex e 
(d) A premature opting out pem oth " 
tion of ego-functions in actual n the € m 
games and in studies, leading to x inm 
ment of the fantasy dm d e 
psychic reality. Along with this а poha”, 
a Very severe restriction of ager” intoleran al 
iour, largely due to the mother obsessi? 9 
of it, and the mother's highly tility 2 
defences in herself against = 
aggression (cf. James, 1960; Gre ortant ^ qe 
For me and the patient, the red use of ich 
about the dream had been Ве воо 
capacity for symbolization, b» i 
there is no knowing possible- 
life had never been a problem she hers 
socially, or sexually—but "n 
always been aware of a сег 


t 
red but no 


d 
lence 9^ 
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lack of depth in her experience of life. She 
had felt that my interpretation, which 
enabled her to see in the dream-imagery a 
metaphorical and symbolic way of knowing 
ег past, had opened up for her a completely 
new way of looking at herself. From now on, 
a began to take a much deeper interest in 
в and the arts, and her relationship 
ta sre also, changed significantly. She 
"s She could now begin to know others 
Stead of merely coping with them. 
saris She felt for the first time insight 
Skiers her to herself rather than being 
Perienced merely as an attack on her very 
Private and unshareable self. 
= using the concept of “knowing” ina 
jüst T complex way. Knowing is more than 
А епа reportage of self-awareness ог 
"alization of memories of life experiences. 
Tod 15 à distinct quality of ego-cathexis plus 
E ари added to the remembered facts 
ени сою representations of past experi- 
улы the experience of knowing to 
. aze, and it is one of the basic functions 
ітар, Pretation to sponsor this particular 
ен affective ego-cathexis in the 
Ware of her own self-awareness. Self- 
“Ness by itself is an insufficient source of 
V iiu It is the augmentation of self- 
tö певна by ego-cathexis that alone leads 
ats ot and reflectiveness is the true 
Psychot insight to crystallize as а creative 
can €rapeutic experience for the patient. 
Using POOR best establish my point here by 
Who j n argument from W. H. Auden (1956), 
Judging his paper ‘Making, Knowing, and 
betwe 8, following Coleridge’s distinction 
ima “© primary imagination and secondary 
Blnation, argued: 


h 

Sae cern of the Primary Imagination, its only 
Sven ^ 5 with sacred beings and sacred 
d ina Sacred being cannot be anticipated; 
b € encountered... The impression made 
Unde ыы event is of an overwhelming but 
ation ven Significance. The Secondary Imagin- 
Mental a of another character and at another 
“ate, Ori evel. It is active not passive, and its 

tes are not the sacred and the profane, but 
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the beautiful and the ugly...the Secondary 
Imagination is social and craves agreement with 
other minds...Both kinds of imagination are 
essential to the health of the mind. Without the 
inspiration of sacred awe, its beautiful forms 
would soon become banal, its rhythms mech- 
anical; without the activity of the Secondary 
Imagination the passivity of the Primary would 
be the mind’s undoing; sooner or later its sacred 
beings would possess it, it would come to think 
of itself as sacred, exclude the outer world as 
profane and so go mad. . . The value of a profane 
thing lies in what it usefully does, the value of a 
sacred thing lies in what it is. 

I want to elaborate on Auden’s definitions 
to establish my point vis-à-vis the reported 
dream. It is easily demonstrable how the 
patient draws upon her social experience of 
her friend's distress and works it symbolically 
towards a knowing of her internalization of 
her mother's predicament and its impact upon 
her development. Her experiences of well- 
being derived from the idolization of very 
archaic body-experiences from infant-care 
with corresponding idealized attachment to 
primary mother. This I would attribute to 
primary imagination, and postulate that here, 
though there can be experience of being, little 
complexity of psychic elaboration through 
symbolization, secondary imagination and its 
fruition into knowing, can actualize (Khan, 
1968). It was the provision of the inter- 
pretative work that had gradually mobilized 
the patient's capacity for symbolic work and 
knowing of her inner reality. Only through 
the secondary imagination can a person relate 
external reality (persons) to inner reality 
(internal objects), and arrive at that symbolic 
work which is the basis of all knowing. The 
fundamental role of interpretation with such 
patients is to facilitate their true use of their 
secondary imagination and symbolic process 
towards their own knowing (cf. Rycroft, 1956). 

The final detail of the dream deserves 
further mention—namely, the patient's in- 
capacity to experience her own crying, as well 
as her mother's unresponsiveness to it. At this 
stage of her analysis this patient is still unable 
to surrender to grief and sadness in a mean- 
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ingful way. Crying in the sessions is а NE 
of her ego capacities, and she feels reduce to 
nothing by it. It has no value as yet. It is 
important to bear in mind how there is no 
rigid chronological sequence of mutative 
therapeutic stages from being to experiencing 
to knowing or the other way round. In each 
case, one has gradually to discover with and 
through the patient what is the true psychic 
reality of a given phase of work. This patient 
who is solidly anchored in her being and has 
now the means of knowing, has yet to 
establish her potentiality for experiencing 
deeply and truly, which would entail also 
true object-relating. I abstained deliberately 
from interpreting the sadistic elements in the 
dream and did not interpret to the patient at 
any point that her mother's behaviour in the 
dream was also a projection of the patient's 
own rage and sadistic fantasies about the 
absent father on to her mother. 

Today, when we have a vast conceptual 
vocabulary available to us to translate a 
patient’s dream-imagery with, it is important 
to restrict our Tange to the patient’s symbolic 
capacity in our interpretative work. Also, this 
Teticence is part of what I have earlier on 
defined as the analyst’s 


un-interpretative 
function (Khan, 1963). 


EXPERIENCING VERSUS MENTATION 
I shall now Ieport briefl 
of a male patient with 


his academic Career, 
Guntrip (1968) have gi 
menonological descripti 
Schizoid person. 

He had come seekin 
because of his incapacity to rest from what he 
described as his ‘interminable mental con- 
structs’, which were his only way of attachin 
to others, apart from absurdly Passive and 
perverse sexual experiences with women, that 
left him always depleted and enraged. He 


ven succinct pheno- 
ons of this type of 
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politely and passively blamed his ipae 
analysis for having exaggerated his ten PES 
to read meanings into everything d eiit 
experiencing, and it was from this that h 
eded to be cured. . у 
E of the basic difficulties this Lei 
lived with was what he called the loyers 
chatter in his head’, which he M E 
Stop. He arrived for every session wi va 
customary load of already iege e 
material and left every session with sce 
of acute futility at having мр пеней 
nothing. There was a total absence о n like 
in him. His dreams were very MD remplis 
pictorializations of psychological e “as 
of his daily contacts. Any interpreta d to the 
that one did at this stage merely adde ted his 
‘chatter in his head’ and exacerba 
cancerous mentation. . cause 
Not to interpret was equally d the 
it gave him the feeling of having epu him 
analyst in the clinical setting and d the 507 
with both panic and dismay. To же up 
of interpretation that would St tasks if he 
chatter in his head’ was the uem now I€ 
was to experience anything. I sha ned, but I 
on the session in which this аргон 
Shall have to give а little bit of 
material to it. : r 
Alongside his interminable jo ine 
head’ this patient also suffered whic 
: В г toms in 
haustible hypochondriacal syn? erpre't 
his first analyst had diligently inte! 


5 


in M 


5. rhad 
terms of their psychodynamic nome pin 
taken exactly the opposite cours sician i 
I had found him a very able ion of nr 
handed over that side of the мар adam 
total behaviour to the ae atti 
antly refused to interpret it. ae! t 16 
9n a Monday session and ae operat о 
had had various minor rap m end. og 
done on his body over the hien one th 
emphasized how physical pain i 
that gave him momentary Г di 
“chatter in his head’. He did x unusu? and 
simple in this session which pam cha. à 
him. He took the blanket from down. АЙ 
wrapped himself in it and lay 


à У 
thing 1 fof 
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e while, he complained that I had given 
с еы at all, to which I responded 
thde he interpretation on my part would 
Ber v gain from having experienced respite 
by hi is mentation during the pain incurred 
уны the weekend from his surgeons. 
in У down quietly and gradually his breath- 
jn to a low rhythm, and he fell asleep. 
к be њу himself up automatically just 
Sessio ve minutes before the end of the 
Set ES He said he had been asleep and had 
сапа. ‘What a relief!’ he added. 
є. Next session is the one that I want to 
em We The patient arrived, requested that 
arken Ege lights be switched off, which 
and is the room considerably, lay down, 
cryin era little while I could hear him 
Seni He cried the whole length of the 
sat u n; then he gradually collected himself, 
^ 2 thanked me for not having disrupted 
could Perience, and said that so far as he 
€ recall, this was the first time he had 
ти himself as a person living through 
tee, emotional state to which he had 
ot tink y no clue, and yet he had tolerated 
the ering with it mentally. The real gain 
ag deii from this experience of himself 
i eem he felt now he had available to him 
та а real experience оѓ quietude and 
his a Sentience, which he could contrast 
9f the Chatter in the head’. Up till now, one 
Sin fete aggravating features of his endless 
orbid on was that though he knew it to be a 
19 and wasteful state of self-dissipation, 
d по other type of self-experience to 
ec With. This helped him to move from 
tion © Introspection to a reflective evalua- 
ма himself. 
50 er this experience, which happened 
Account" months before the writing of this 
Shen? this patient has, by his own volition, 
Зи 8ed his whole way of life. From living a 
Wi Pulsively collusive and cluttered existence 
hose where his main form of self- 
t ion was conversation, he is living for 
rst time in his life a sort of private 
nce. In his work, also, he has shifted 
i being compulsively productive to long 
5 


h 
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stretches of reading and studying. In analysis 
he speaks thoughtfully, and it is possible for 
him to relate meaningfully to his past and 
present. What I wish to emphasize here is a 
very distinctive use of interpretation towards 
delimiting and curtailing the mentation. 
Unfortunately, even this description is hardly 
adequate to the complexity of the affective 
interchange between the patient and myself 
in the analytic situation through our very 
presences in the setting. It is my contention 
here that excessive interpretative work with 
such a patient turns us into the accomplice 
of their psychopathology and dissociates the 
patient for ever from experiencing himself as 
a person. 

For this particular patient, experiencing had 
to be first a very private and unshareable 
state before it could become possible for him 
to relate from this capacity to others both 
symbolically and sentiently. Here, the basic 
function of the interpretation was to neutralize 
the transference object-relationship towards 
enabling the patient to use the setting as the 
vehicle of his self-sustenance in the analytic 
situation. 

That session emphasized the importance 
for him of my recognition of his need to be in 
the crying state without needing help or 
intervention. It is this avoidance of the 
intrusion of even knowing, that is insight, on 
the one hand, and facilitation of his presence 
as a person, who was to all practical 
purposes unrelated to me in the transference, 
that enabled him to arrive at experiencing 
something in himself to which he could neither 
put a mental construct nor infest with erotic 
tensions. This is what, temporarily at least, 
shut up the ‘chatter in his head’ and shifted 
him from mentation to experiencing in the 
analytic situation. 

This is in marked contrast to the female 
patient I have reported, where interpretation 
through transference relationship had pro- 
vided the symbolic instruments with which to 
psychically know herself, and learn to be 
reflective insightfully towards her own experi- 
ences and others. 
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THE DREAD OF BEING (THE TRUE SELF) 


Winnicott (19608) has introduced the 
concepts of true and false self in the psycho- 
analytic literature. Briefly stated, his argu- 
ment is that dissociation of a person into a 
true and false self is the result of the deficiency 
of primary environmental (maternal) pro- 
visions in infant-care. The chief character- 
istics of the false self organization are: 


1. Its defensive function is to hide and protect the 
true self, whatever that might be. 

2. The false self has as its main concern a search 
for conditions which will make it possible for 
the true self to come into its own. 

3. When a false self becomes organized in an 
individual who has a high intellectual poten- 
tial, there is a strong tendency for the mind to 
become the location of the false self. 

4. The point of origin of the false self is in a 
defence against that which is unthinkable, 


namely the ‘exploitation of the true self, which 
would result in its annihilation’, 


Using Winnicott’s hypotheses, I would now 
recount clinical experiences from the analysis 
of a young female patient of 24, who could 
tolerate living only through a hectic exploita- 
tion of her false self Organization, and who 
had a terrible dread of ever being found and 
met in her true self—that is, her authentic 
being as a person. 
This girl, with an inordinately high IQ, has 
had a long and chequered ‘career’ as a 
patient since she was 16. She had been referred 
to me by a female colleague who had patiently 
and heroically managed her illness for some 
three years, and had eventually got so worn 
down by this patient’s violent physical attacks 
on her person and clinical Setting that she 
could take no more of it. The patient had been 
physically unmanageable throughout her 
treatment and even hospitalization had not 
helped, because she had charmed the hospital 
staff with her compliant helpfulness, Her 
violence was exclusively directed at the person 
of her analyst and her familial environment, 
The patient is a hefty, wilful girl, with a 
diabolical will and cunning. My chief reason 
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г 
for believing that perhaps I could мар 
better than her female analyst == e 
physically I felt stronger than her, = на 7 
I could meet her compulsion to tes n 
that area. I had also staff available pee 
should I need them. I mention € ние 
because ordinarily we do not ta "tients 
factors into consideration with our P di 
but they become of fateful ми вија like 
management and treatment of a pa 
this. 

This girl, who has an ext еў 
capacity to talk and think іп her = 
others, cannot use language to e oF sp 
in the analytic situation. Instead o 
and verbalization, action was = 
mechanism of defence. Hence, she E: 
use the couch either. She simply 5 xplo 
stared at one with a violent and ¢ 
intensity. | tions 
| She had no tolerance of m an 
They created a mad, berserk a had n9 
compelled her to thrash d only the 
use for insight either. She wan i he 
truth: and it had to be the given d 
found truth. If she helped one st she 
her predicament, then she iib 
betrayed herself. From this сменя 
which was her presence in the го om 
to decide to aim towards some оп de 
that could be focalized as a ремете 
I decided, quite arbitrarily I con nd lie 
it her refusal to use the couch њег iol 
I knew perfectly well she would r 
against it. 

For months we battled over t ex Bs 
using the couch. I tried out eve 
tion, and she mocked and ae p^ 
Eventually, one day I said to tion, she P t f 
see that so long as she is іл a" erson- Bu be 
existing in her own being an Pia the? 
she were to lie down she W 
vulnerable, because she woul 
her being and thus could be aske now 
annihilated. ‘By what?’ of, gid not 
ingly. To which I replied tha ad 
by what, but I knew what I E 
her behaviour. We bickered а 


raordinaty 
tion t0 
herself 
cech 
sole 
jd not 


sive 


о 
his issue 
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this for a few more weeks. Eventually, to 
Prove me wrong, she agreed to try lying down 
and did. It was a bizarre sight indeed. I can 
Only describe it by the absurd statement that 
What I could see was a person standing up in 
à horizontal position. Of course, she did not 
Stay on the couch for more than a minute, 
and was up on her feet and lunging about all 
Over the room. 

In the next session, however, she arrived 
tearful and chastened in mood. After asking 
usual silly and provocative questions, for 
ae first time she volunteered to tell me a 
> ат. Her exact words were: ‘I had the 
Wan ghastly dream again. You know it.’ She 
in not accept that I did not know the 
uis for the simple reason that she had not 
It it to me yet. She said that was irrelevant. 

really cared and tried I would be able to 
rud the dream. A few more weeks passed 

tling around this. Then one day she told 
tig dream while she was lying down on the 
а Which she had been doing fitfully now 
кар > The dream was: ‘All my teeth were 
р and falling away. In fact if І had not 
rots ened myself, all of me would have 
te She has had this dream recurrently 
~ © childhood and never told it before to 
"a One of her three previous therapists. She 
“Кеа me what it meant, and hastened to add: 

lid don't tell те!” Then she asked again 
tell 5s meant. I said that so far as I could 
“ Ye пе had an anxiety dream about the dream 
and annot dream. She was thoughtfully silent, 

‘on ‘I know—you mean I cannot 
ati т about me in the other world, where T 
" Perfect and everything is perfect. This 
the first time she had mentioned 'the 

чр World’ where she is a perfect being. 
thane further: ‘I see what you mean 
that not being able to use the couch and 
annihilation lark. It is the same as my 
osing able to sleep properly in my bed. If 
all Pig the real dream, then it would not be 
alwa my own possession; some of it will 
are be the dream’s, even if it is my own 
Thy ke, Me in the other world has to be all in 
*eping. Only thus it can be kept perfect." 
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Suddenly she was up and laughing in her 
maniacal way where one cannot tell whether 
she is shrieking or laughing. And she said: 
*You think it is all mad, don’t you.’ I agreed 
with her that to me it all sounded very mad, 
but I also knew it was very real and meaning- 
ful to her. She accepted that gracefully. 

In the following months she talked a little 
more about her two ‘me’s’—the ‘me in this 
world’ and the ‘me in the other world’. How 
she is always trying to arrange her “me in this 
world’? to become something where her 
‘perfect me in the other world’ could live 
from, but it never works. Something always 
goes wrong. So it never starts. Living for this 
girl is a terrible anguish and ordeal. Her only 
respite from herself is when she is acting for 
others. One thing, however, is now quite 
clear—that to bring her ‘perfect me in the 
other world’ into the clinical situation is to 
take the risk of annihilation. Hence all she 
can communicate is the terror and dread of 
that eventuality. And yet she insists it must 
happen one day if ‘I am to really live. It 
cannot go on for ever like this.’ Maybe she 
will have to kill her ‘me in this world’ in the 
end, she says; which in her case is not an idle 
hysterical threat. It could go that way (cf. 
Winnicott, 19605). 


CONCLUSIONS 


I have given three clinical examples of how 
patients use the analyst as an object in the 
clinical situation. These examples are perhaps 
extreme cases. Of course, there are endless 
variations of such use of the analyst that mix 
these modalities in different proportions. I 
would like now to discuss briefly each use of 
the analyst described in the case material. 

In the case of the girl whose dream was 
about her mother’s unconscious and its 
impact on her developmental process and 
maturation, it is clear that the child had been 
able to internalize the experience and the 
corresponding object-relationship. Only she 
could not bring all her later developmental 
and socio-sexual experiences to bear upon 
this experience and modify, correct and 


392 


enlarge it. It stayed dissociated eie 

in a very special way, and the essential tas 

she had set herself and the analyst was the 
rediscovery and resolution of this internalized 
and dissociated relation to her mother. Here, 
the emphasis in the transference neurosis was 
on knowing and that freeing of both imagina- 
tion and intellectual capacities which alone 
enables a person to cognize themselves mean- 
ingfully. The crucial task for the analyst was 
to provide through interpretations those links 
which facilitated the process of symbolization, 
as in the dream, and thus enabling the 
repressed material to become both sentient 
and remembered personal experiential data. 
Here, insight is the aim as well as the vehicle 
of integration in a person. 

In the second example of the male patient, 
the emphasis was quite different. He needed a 
respite from the continuous defensive exploit- 
ation of his mind in order to experience his 
affects. One can here talk of automatic 
defence. The anxiety affects were not allowed 
to develop in the service of the ego. The ego 
prematurely anticipated potential anxiety- 
situations and defended itself with stereotyped 
and archaic defences. Such patients dread any 
Sort of experience of helplessness, and all 
their clinging is a Way of rejecting both the 
Object and their own instinctual needs. Hence 
the role of the analyst in the clinical setting 
was to curtail interpretative work because it 
merely reinforced the patient’s own style of 
self-defence. Only by this dosage of refusal 
to supplement the patient's intellectual defen- 
sive organization was it possible to sponsor 
that basic trust in the clinical situation where 
he could take the risk of being undefended and 
sentiently be a person in his affectivity. No true 
object-relation is involved in this use of the 
analyst by the patient. The anal: 


yst is a living 
and responsive part of the tota] environment 
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that the patient has put himself in the sae 
To introduce the bias of object-relation Vis 
in the transference interpretation mn a 
climate of the use of the analyst is to 
the true dynamics of the analytic situatl a: 
terms of the bias of our theories, and ree da 
less of the need of the patient and his psy 
reality. Р о 
The third case cited is more pj E: 
discuss in terms of the accredited ^ p^ 
theory of technique because she pe any 
unable to use the analytic situation of the 
meaningful way. Here, the crux ays 0 
clinical situation lies in finding "olent 
enabling a patient to tolerate pu helping 
rejection of the analytic process, ha expo" 
them to discover how they defend ey both 
sure of their inner reality, oed аЙ 
hide апа cling to with a fetis mn cure 
fanatical fervour. Though they an they 
almost with the intensity of a € proces 
regard participation in the ent pem winni 
as a betrayal of their true self (to mphasize 
cott’s phrase). Freud had always e ів most 
that in the clinical situation W. га patient 
important and relevant is not wha an being 
hides but how he hides it. No in of theif 
can or ever does reveal the ape ; 
inner reality and truth. The d 
whether their privacy constitute 
to their true self or a paranoid an with it- 
exclusion of others from any link s his OF hef 
is the latter, then the patient bring alyti¢ task: 
needfulness as a challenge to the ап ut 1 


d aggres9"" 


n 

The need and compulsion to be cem xm 
here tantamount to what bete in С 
has described as the element a e et А 
antisocial tendency, and it has ^u^ fie И 
Such (Milner, 1969). I have 8 indicate t d 
from the third case merely tO ocess ap 


A г 
limiting point of analytic P 
situation. 
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The insecure personality: a factor analytic study 


By JOHN 


The clinical assessment of abnormal per- 
Pid relies upon lengthy and careful inter- 
*wing with corroboration from life data 
e external histories. Rapid appraisals are 
udo n likely to be incomplete and 
ie lable. Furthermore, the picture that 
jo is often a reflexion of the clinician’s 
4 еп typology rather than a universally 
orig System. The value of a common 
ystem would lie not only in its uses for 
Meaningful communication but also in 
а а more organized attack оп the 
of и of the development and genesis 
i normal personality. 

in prospects for the clarification of the 
ake S of psychiatric illness by means of 
» Se statistical techniques would seem 
eDeful. Yet, as Kendell (1968) finds with 
ааа illness, results are biased by the 
Kies of the interviewer. It is the 
Pitfalls ; belief that similar and more likely 
only м in the field of personality study can 
bón. avoided by first establishing a classi- 
idea] » based on unbiased techniques. The 
Е echnique is the standardized interview. 

it to оин of such ап interview, were 
= * both comprehensive and valid, would, 
lng? beyond the capacity ofa single worker. 
and Ing projective tests and physiological 
i P ranes measures, the alternative 
een ‚ Questionnaire. The questionnaire has 
and "у general use now Гог some 50 years 
Would seem a wise strategy to refine 

S ger this medium before passing into 
ана ficult areas. Assuming that personality 
ve Men can be measured as continua and 
(1959) inear interrelationship, both Eysenck 
quest; and Cattell (1957) have developed 
. lonnaire classifications by means of 
Pita, partment of Psychiatry, Crumpsall Hos- 

> Manchester, 
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factor analysis. In clinical use the disadvantage 
of the EPI is that it gives little detailed 
information on the various subtypes of 
neurotic, and the disadvantage of the 16 PF 
is that factor meanings bear little resemblance 
to current psychiatric typologies, possibly 
because the factors have been largely derived 
from non-psychiatric populations. The pur- 
pose of the present work is (1) to derive a 
concept-relevant questionnaire factor system 
based on an established clinical typology, 
and (2) to examine this instrument's relation 
to both Eysenck's and Cattell's systems. 


METHOD 
The questionnaire 


A 68 item true-false questionnaire (the Insecure 
Personality Questionnaire or IPQ) was construc- 
ted, based on Schneider’s (1958) insecure person- 
ality type. Schneider states that his categories 
of abnormal personality are neither compre- 
hensive nor mutually exclusive, but that they 
are clinically useful. He sees abnormality as 
‘A variation upon an accepted yet broadly con- 
ceived range of average personality’. The insecure 
personality has two overlapping subtypes, the 
sensitive and the anankastic. 

Sensitives are described as ‘those who show 
a conscious retention of affect-laden complexes 
together with much intra-psychic activity and a 
small capacity for discharge". Increased impres- 
sionability, reduced power for active expression, 
pent-up working over of experience, chronic self- 
uncertainty and self-blame are frequent attributes. 
The sensitive is the victim of his conscience and 
prone to sexual conflicts and sensitive ideas of 
reference. 

Anankasts (an alternative title for obsessive or 
compulsive personalities) are outwardly pedantic, 
correct, scrupulous and yet inwardly exceedingly 
insecure. They are prone to compulsive ideas, 
thoughts and rituals. 
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The insecure group as a whole is characterized 
by high standards with inner feelings of anxiety, 
guilt, inadequacy and inferiority. | 

Of previous studies employing factor analysis 
in the field of obsessional personality, that of 
Sandler & Hazari (1960) seemed the most re- 

producible. Using a self-report questionnaire with 
100 psychiatric patients, they found two inde- 
pendent factors, the one relating to orderliness, 
the other to compulsive and ruminative symptoms, 

The total of 68 items consisted of 20 taken 
from Sandler & Hazari’s inventory, 14 items 
chosen to detect sensitive and self-referent traits 
and 34 other items designed to be answered 
negatively by insecure personalities. The 20 
consisted of the 10 loading most highly on the A 
(obsessional traits) vector and the 10 loading 
most highly on the B (obsessional symptoms) 
vector. The items were randomized and a 


dminis- 
tered with printed instructions, 


Te esting 


The testing took place in two phases. In the 
first phase the questionnaire was administered 
to 99 night-school students (group A) and 112 
non-psychotic psychiatric in-patients and day 


patients (group В). Both groups also filled in the 
EPI Form А, 


In the second 
(C) were given 
(Forms A and B) 
1965). The purpo: 
has been valida 
obsessionality. 


phase a group of 20 neurotics 
the questionnaire, the 16 PF 
and the HOQ (Foulds & Caine, 
se of using the HOQ was that it 
ted against clinical ratings of 


Subjects 


Group A consisted of 33 males and 66 females, 
and group B of 43 males and 69 females; the 
difference was not significant. The mean age of 
group A was 43-7 years (c = 13-76) and of 


group B 43-4 years ( = 15:22). The difference 
was again not significant. 


Analysis 

The questionnaire responses from groups A 
and B were processed separately on the Man- 
chester University Atlas Computer, which Was 
programmed to produce Varimax (Kaiser, 195 8) 
orthogonal (independent) factors and Promax 
(Hendrickson & White, 1964) oblique (correlated) 
factors. Inspection revealed meaningful oblique 
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factors, which were labelled with the d 
of their main conceptual content and S ey 
A or B according to the group in айе of 
were found. As there were a large num antes 
factors, each accounting for a small pes 
meaning was only attributed when quem were 
of all the high-loading items on that pr ad 
in some way conceptually consistent Ри study 
other. At this stage it was ssim to have 
further only those factors that SETS oat were 
parallel meaning in both groups. eani n 
accordingly assigned scores on these mi E an 
these scores were correlated with E derived 
N scores and age. The factor y me corre- 
from the IPQ responses of group С У + scores 
lated with their 16 PF first-order factor t a, 
their 16 PF second-order anxiety aa score 
their HOQ scores and their ogee corre 
(total ‘true’ responses on the IPQ). was again 
lation matrix from this second study 
submitted to an identical analysis. 


RESULTS 


The 
E and М scores are shown in Table 14: 
Factors. Only four meaningful roup 

first-order factors were found in E le): 

analysis. These were labelled VA y РА 

D, (doubting), T4 (thorough) ar up 18 pet 

noid), and in orthogonal form 109, we б ctors 

cent of the variance. Four es (Ув, ^P 

were found in the group B mm of y 

Тв, Ра), these took up 13:6 per ul facto" 

variance. A further three pec 3 

were present in the group B grouP d 

(with the greatest variance in et, fri ene 

study) associated being easily кен Е 

and irritated with lack of a ed 

inability to act or decide quick. infer” ss 
factor associated bad ance su yet 

feelings, dissatisfaction with of not В 

moral standards, and the feeling its "s 

liked. The third factor contrasts > 4. gro 

S traits, a relation which recurs 7 

C study. А 
There was only one majo om 

order factor having parallel Fw Rp 

group. The pair was labelled А 2 pe 

tive) and took up 8:3 per cent à 
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of the respective total variances. Items with 
similar loadings on the factor pairs thus 
derived are shown in Table 2a-e. The item- 
loading intercorrelations, concerning the same 
item in the similar factors separately derived 
from each analysis, are shown in Table 15. 
These figures are indices of similarity. Though 
the similarities are significant, the differences 
are also likely to be meaningful. These will 
be referred to later. 

If the same item weights could be used to 
run scoring distributions for groups A and 
x cg for the significance of differences of 
um ns and variances could be applied. The 
Sean means of intergroup comparison in this 

would be by collapsing the factor pairs 

t а, etc.) into single factors according to 
ir similarities and using the approximate 
E ке thus derived to build up distributions 
абс two groups. Such practice, however, 
14 be open to considerable error. Table 

€ Bives the mean group scores as a percentage 
EL maximum possible score on each 
Sepa T considering each factor and group 
а аы (e.g. Ул for group A). The РАЈРв 
1$ not included because, though most of 

a 4 high-loading items on P, were conceptu- 
"a саама with one another, they were 
Scori ew in number to generate an adequate 
in he distribution. These figures are crude 
eras of skew and it can be seen that the 
pair oe skewed higher on all except the T 
- Figures for the EPI N scores of both 


Table 1a 
EPI scores ^ MeanE с MeanN © 


G 
тор A subjects 1073 404 1026 523 
UP B subjects 9:87 426 1728 478 


"b TR " 
able 15. Item-loading intercorrelations 


Factors r 

VA/Vp 4- 0:405 
D4/Dg 4-0:302 
Ta/Tp T0475 
РА/Рв +0:540 


RA/Rg -- 0:660 
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groups are similarly transcribed and it can 
be seen that the R pair scores have an equal 
discriminant value. 

Table 3a shows significant correlations 
(P « 0-05) of factor scores with E, N and 
age. V, D, P, and especially R, correlate well 
with N. The high T scorers tend to be low 
on neuroticism, to be introverted and older, 
whilst high P scorers tend to be younger. 
Significant correlations (P < 0-05) of group 
C, Ув, Dg, Тв and Rg scores and 16 PF, 
HOQ and acquiescence scores are shown in 
Table 3b. Meaningful factors from the group 
C factor analysis are shown in Table 3c. 


INTERPRETATION 
Factor meanings 


Factors У д and Ув. Vulnerable in the sense 
of ‘easily wounded by criticism’ seems the 
best title. There seems to be а specific 
sensitivity to dislike, notions of which are 
retained producing uncertainty about, and 
actual distortion of, expectations of social 
esteem. In V4 there is a greater emphasis on 
а need for approval, in Ув on the wounding 
effects of disapproval. 

Factors D4 and Ру. Here there is difficulty 
in shedding guilt- and doubt-ridden com- 
plexes, difficulty in sorting detail from the 
main issue, and an increased need for dis- 
charge hampered by difficulty in expression. 
In D, both the conscious pressure of guilt 
and doubt and vulnerability are more striking, 
whilst in Dg checking and compulsions com- 
bine with less emotional turmoil. This factor 
pair incorporates most of Sandler & Hazari’s 
‘obsessional symptoms’. 


Table 1c. Mean group factor scores as 
percentage of maximum possible scores 


% in % in 
Factor group A Factor group B 
Va 51:5 Ув 71-5 
D4 46:6 Dz 67:0 
T. 57:0 Тв 62.0 
КА 38:4 Ев 72:0 
N(A) 41-0 м (B) 72:0 
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Table 2a. V , and Vg items 


1. I take people's criticisms of myself to 

heart 

I very much need to be liked by people 

3. I don't mind being criticized 

4. I often find myself wondering what other 
people’s opinion of me is 

5. I worry a long time over humiliating 

experiences 

It takes a lot to upset me 

I always have plenty of time to do things 

On the whole I am a well-liked person 

Iam better at jobs requiring original 

ideas than at jobs Tequiring perseverance 

10. It takes a lot to irritate me 


p 


ома 


Loading and rank 


Table 25. D , and Dg items 


— 


- I often fee] guilty about things I have 
said and done 


I often have to check up to see whether 
Ihave closed a door 
I often ask myself *Have 1 done right?’ 


I take people's criticism of myself to 
heart 


I only remember thin 

I hide my troubles from others 

I am often hurt or upset 

At times I feel the com 

things 

9. I find I can trust most people 

10. I find it very difficult to make up my 
mind, even about unimportant things 

11. I have always been satisfied with my 
physical appearance 

12. I find it difficult to express my feelings 


N 


ee w 


90 м о іл 


pulsion to count 


Factors T4 and Ту. These factors suggest 
intense application, perseverance and orderli- 
ness which is not the result of doubt, guilt or 
uncertainty. In Tg there is slightly diminished 
self-satisfaction. This factor is almost identical 
with Sandler & Hazari's ‘obsessional trait? 
factor. 


ог switched off a light 


gs which are important 


re 
Answer Va Ув 
True 0-40 (6) 1100) 
True 0:96 (1) cae a 
False 0-42 (5) Ta 
True 0:94 (2) o? 
True 02104 =) 05403) 
-30 (6 
False 015 quos 
True 013 HM 
False 0-24 (11) ce (10) 
True 0:13 
:24 (9. 
False 0:11 0240) 
Loading and rank 
D 
Answer Da я e 
True 0-88 (2) o^ 
07 (1) 
True 028 (11) ни: 
.30 (9) 
True 0-97 (1) uer (8) 
True 0:33 (9) 
28 (11) 
False 0:28 (12) ber (12 =) 
False 0:25 (14) 0:10 
True 0:47 (4) 0-47 (4) 
True 0:09 
440 
True 0:39 (5) i 
True 0:34 (7) 
False 0-12 
0:14 
True 0:23 (16 =) "m 


i Е 
Factors Р, and Pp. Self-reference 4 сег af 
trust is the dominant pcm in Ps jal 
grandiosity in factor РА is rep i a de? 
persecutory overtones, together af 
of the need to be liked. feature’ ith 
Factors К, and Кр. ined 


D,/Dg, V4/V and Pa/Pp are © 


Here, 
omb! 


Ex 


г 


10. 
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Table 2c. T 4 and Tg items 


. 1 have a passion Гог being thorough in 
most things I do 

. I take great care in hanging and folding 
my clothes at night 

. I am very systematic and methodical 
in my daily life 

- I find it easy to leave jobs unfinished 
provided I can return to them later 

. I take pride in having neat and tidy 
handwriting 

. Lam fussy about keeping my hands clean 

. I often find myself getting behind with 
things in general 

. I think I am more creative than the 
average person 

. Lam often inwardly compelled to do 

certain things, even though my reason 

tells me it is not necessary 

I often feel guilty about things I have 

said or done 


Table 2d. P 4 and Pg items 


. People are gossiping and spreading 
rumours about me behind my back 

. It is easy for me to imagine that people 
are staring at me or talking about me 
when I am in a public place 

. I find I can trust most people 

. At times I feel the compulsion to 
count things 

- I enjoy practical jokes 

- A part of my body is out of proportion 
or noticeable to others 

. I often find myself wondering what other 
people’s opinion of me is 

. I very much need to be liked by people 

. I generally look on the bright side of 
things 

. I can change my mind easily if someone 
convinces me that I was wrong 


Answer 


True 


True 


True 


False 


True 


True 
False 


True 


True 


False 


Answer 


True 


True 


False 


True 


True 
True 


True 


False 
True 


False 
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Loading and rank 
Tk Ts 

0-59 (4) 1-00 (1) 
0-80 (1) 0:58 (2) 
0:78 (2) 0:35 (4) 
0:65 (3) 0:25 (12 =) 
0:42 (6) 0:28 (8) 
0-23 (9) 0:26 (10) 
0:34 (7) 0-18 
0:17 0:31 (5) 
0:12 0:39 (3) 
0:09 0:29 (7) 

Loading and rank 

mis == 
Eg Рв 

1:03 (1) 0:95 (1) 
0:43 (4) 0-63 (2) 
0-29 (9) 0:30 (7) 
0:21 (15) 0:38 (5) 
0:31 (7) 017 
0-07 0:36 (6) 
0:09 0:26 (1) 
0:08 0:29 (10) 
0:23 (14) 0:10 
0:24 (10) 0:09 
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Table Зе. R4 and Rp items 


1. I tend to brood for a long time over 
a single idea 
2. I worry a long time over humiliating 
experiences 
3. I often ask myself ‘Have I done right?’ 
4. Iam often hurt or upset 
5. I find it difficult to make up my mind, 
even about unimportant things 
· Тат often inwardly compelled to do 
certain things even though my reason 
tells me it is not necessary 
- There are few situations which really 
frighten me 
- I often read criticism or dislike of myself 
where none is meant into the words, 
expressions and actions of others 
9. I often find myself wondering what other 
people's opinion of me is 
. I often feel guilty about things I have 
said or done 
11. I take people's criticism of myself to 
heart 
- I have confidence in myself 
13. I often need a good talk about my 
troubles with someone I can trust 


D 


м 


оо 


fearfulness, lack of confidence and an overall 
ruminative tendency. T items only feature 
in a minor role in this pair. The factors are 
so general that it is difficult to make inter- 
pretation in detail. 


Relation to other factor systems 


Cattell's second-order Anxiety factor is 
virtually identical with Eysenck's ноев 
factor and contributes significantly to the 
intercorrelations of 16 PF first-order factors: 
С— (ego-weakness), О (guilt proneness), Q, 
(ergic tension), L (protension), Н — (shyness) 
and Оз— (casualness). In the IPQ V, D, P 
and R factors correlate well with EPI N 
scores (Table 34) and are prominent in the 
principal factor (Table Зе, factor Y) in the 
group C study, which in turn is clearly a 


Loading and rank 


Answer КА Ев 
True 0-65 (2) 0:68 (2) 
True 0-62 (3) 0:65 (3) 
True 0:45 (10 =) 0:69 P 
True 0-56 (4) 0-39 i 
True 0:42 (13 =) 0:50 ( 
True 0-39 (17) 0:54 (4) 
False 0-49 (5) 0-37 (11) 

г =) 
True 0-48 (6 =) 0-40 (8 

| =) 
True 0-41 (15 =) 0:42 (6 

=) 

True 0:35 (20) 0:42 (6 

.36 (12) 
True 0:45 (10 —) 0:36 ( 

29 (13 =) 
False 0:46 (9) 0:29 2 
True 0:29 0:40 ( 

ог. IPQ 


1 ct 
further replication of the anxiety fa regarde 
factors V, D and P can therefore p 
as hierarchically comparable to aking up 
factors С—, O+, Q,+, etc., in P AT they 
the anxiety-neuroticism pace the 16 PF 
mere variants or combinations 0 intet” 


the In 
first-order factors? Table 3b Ferh grouP c 


correlation of the two systems in pati ae 
Study. Wherever there are Ls and 3 
order factor correlations with У» th 


A ИВ. 
there are also high correlations, 7 e 812 
anxiety factor (Anx.). Unfortuna di eur 
of group C vitiates any ame elimin? i 
out useful partial correlations er fact? 
the influence of the second- й jes he 
Going by content alone, the gin dl 
D to O+ and P to L+ are supp те nigh 
figures, but in both cases there 


„а 
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Table 3a. Significant correlations of IPO factor scores and age (P « 0:05) 


N E Age 
Va +0-48 = - 
Ув +0:56 = 5 
Da 4072 = == 
Dg +0-41 = = 
Ta —022 -022 +023 


N E Age 
Т5 = = = 
Рв +0:35 = -021 
Ry +0:75 — = 
Rg + 0-73 — == 


Table 35. Significant correlations of IPQ factor scores and 16 PF factor scores (P « 0-05) 


е c о о, L 
p 9e m = Ex 
p 70474 +050 +047 — 
P ey, — x — ЕРЫ 
R —0:590 +0640 +0:729 40671 
— 0:734 3 у -42 
+0:677 +0:581 +0-428 


Table 3c. 


H I G Q: Anx. 
-0430  — — — +0-527 
—0.591 +438 — = 4-0:573 

— 4-462 — -0495  — 

— —  -0693 — +0-697 
-0513 —  -0524 = +0-731 


Meaning ful first-order Promax factors arising from the group C study 


(Figures after the roman numerals indicate percentage of variance accounted 
for by the factor in Varimax form.) 


I (28 %) п (13 %) 
У 0:415 ноо 0:908 
D 047 E 0:546 
Р 0:902 Е 0:970 
R 0710 H 0833 
С —0:813 = 
а —0-685 == 
H —0-426 — 

L 0868 = 
O 0858 — 
О; —0:417 — 
О, 0:965 — 
Anx. 0:925 — 


с ~ 
has ations with other factors (H— or shy- 
ck With D and Q,+ or tension and G— or 
and superego with P), suggesting that D 
Prim Tepresent special combinations of 16 PF 
Cou aries, V, which finds no conceptual 
Sop in the 16 PF, has sufficiently few 
un. ations as to suggest that it gives new 
same ey information. Exactly the 
Corre] can be said for T which, though it 
relati ates well with Тапа Qs, has its highest 
Вер ion outside the 16 PF, namely with V 
Table 3c, factor IV). 
here are two incidental findings. First, 


Ш (10 %) IV (9 %) 
Acqu. 0:972 V -0721 
B -—0614 T 0:924 
а -—0448 О, —0:542 
M 0677 — 


the НОО forms a factor with the 16 PF 
primaries F+, H+ and E+ (see Table 3c), 
factor II). Cattell’s second-order extraversion 
factor also incorporates these primaries, and 
Foulds & Caine (1965) found that the HOQ 
has a very high correlation with EPI extra- 
version scores. Thus the HOQ, though it 
gives no help in interpreting IPQ factors, is 
a good measure of extraversion. The second 
finding is that acquiescence fortunately does 
not distort IPQ factor interpretation but is 
associated with imaginativeness (M +), ex- 
pediency (G—) and low scoring on intelli- 
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gence (B—) (see Table 3c, factor Ш). This 
last may not simply mean that acquiescents 
are of low intelligence but be a reflexion of 
lack of care in answering the B+ items, i.e. 
indicate a lack of motivation. 


DISCUSSION 
Clinical implications 


Though V, D, T and P have concept 
relevance, it would be unwise to assume that 
in their present form they could be used to 
accurately measure their clinical counter- 
parts. Before even undertaking validation 
against clinical ratings these factors should 
be enlarged and refined and there should be 
some evidence of factor stability in larger 
samples of subjects. Measurement is not the 
sole purpose of developing such factors. Of 
equal importance are the gains in under- 
standing of the structure and development 
of the personality type under consideration. 
Assuming validity what can one conjecture 
about the insecure personality from the 
results of the present work ? The fundamental 
anxiety, guilt and rumination of Schneider's 
description find a clear equivalent in the 
second-order R factors. At a more superficial 
level this ruminative constellation subdivides 
into vulnerable, doubting and paranoid 
clusters. These first-order clusters are probably 
the best approximation to clinical groupings. 
The use of oblique factors whilst permitting 
factor intercorrelations focuses on small trait 
clusters. Thus though V, D and P represent 
distinct groupings they are often present in 
the same individual (in the group C study signi- 
ficant correlations were present between V and 
D scores and D and P scores). On this basis 
the sensitive/anankastic division of insecures 

becomes difficult to uphold, at any rate with 
Schneider's boundaries. Taking ruminative 
anxiety as the central theme, the V type seeks 
safety in the esteem of others, the D type in 
the banishment of uncertainty, and the P 
type in the denial and projection of intolerable 
threats to self-esteem. | | 

How does obsessionality fit into this 
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scheme? The T pair of factors closely — 
factors, reviewed by Kline (1967), propos 
as measures of anal character. Kline паа 
an anal character scale which, whilst aee 
lating moderately with Sandler & e e 
obsessional traits factor, in Varimax an i 
loaded highly with 16 PF factors «ed ant 
strength), G+ (superego strength) an ~ x 
(controlled). Disappointingly T LR a 
expectation, only loads highly with. only 
Q,— (group adherence), suggest Pr 
self-satisfied and conforming behaviour 
3c, factor IV). Obsessionality then has 
aspects which clearly require further exp 
tion. 


Jora- 


Theoretical implications 


Taking a functional viewpoint, in p 
capacity of the personality woul Ben to 
diminish as one passed from ie be in 
‘neurotic’. Pari passu there wou chic an 
creasing rigidity and fixity of an (ant 
behavioural patterns. One of the ! studies 
contrasts between the group A and in the 
is that there are only four factom ptos 
normals whilst there are seven in the по readily 
The neurotics are more fully ап i 
characterized than the normals. 
is due to questionnaire conten 
homogenicity in the psychiatric 
to the postulated diminution d 
flexibility remains to be answere Sai Y 

Though V, D, T, P and R uro 
counterparts in both normals > on 
there are strong hints that т ete 
neurotics more vulnerable, Я tz in t. 
but they are vulnerable and cv models e 
meaningful and different way. d 
personality implicit in the a дати! 
suggest that there are only d neuro, 
differences between normals ап e are a 
Here is an indication that Rus MD 
qualitative differences. The i analysts sj 
factors present in the group ana 
entirely absent from the grouP 
further substantiates this dah лв 

Though the foregoing are palati 
want of further study partly T det 
raise the question as to whethe 
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The insecure personality : 


oi in such tests as the EPI and 16 PF is 
~ cient to cope with the measurement of 
normal personality. 


SUMMARY AND CONCLUSIONS 


e = ака attempt towards (ће develop- 
itte rapid and accurate measure of abnormal 
based ity, a 68-item questionnaire (the IPQ), 
type a ipe Schneider’s insecure personality 
goù f constructed and administered to à 
vivet normals and a group of non-psychotic 
UE ric patients. A factor analysis of the 
Ns Ne produced four first-order factors: V 
ре е), D (doubting), T (thorough) and P 
а and one second-order factor R 
Polis ie with parallel meanings in both 
eae actor scores in these two groups were 
Facto ed with age and EPI E and N scores. 
Site T Scores in a further group of 20 neurotics 
ine ИЕ 16 PF factor scores, HOO 
8 сет acquiescence. The factors are discussed 
Sue to clinical groupings and other factor 
$ with the following conclusions. 
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(1) Assuming the clinical validity of the 
factors, there is strong support for considering 
the insecure personality as an important and 
discrete entity. The division into sensitive and 
anankastic subtypes, however, is not sustained. 

(2) The questionnaire measurement of obses- 
sional traits needs further elucidation. 

(3) The meaningful alteration of factor content 
passing from normal to neurotic, together with 
the finding of three additional meaningful factors 
in the neurotic group and the incomplete corre- 
lation of IPQ and 16 PF factors, all suggests that 
(a) qualitative as well as quantitative differences 
exist between normals and neurotics, and (b) 
the taxonomic principles underlying the EPI and 
16 PF may not be an adequate basis for the 
measurement of abnormal personality. 
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Psychanalyse | d'Aristophane. By N.N. 
DmAcouLiprs. Pp. 246. Paris: Editions 
Universitaires. 1967. 


In this monograph the author collates the few 
known facts of Aristophanes' life with a detailed 
analysis of his comedies. It appears that his 
Parents held very conservative views and pre- 
Vented their son's contamination with new ideas 
by restricting his contacts with other young 
People. In his first comedies Aristophanes is 
Shown to be completely identified with his 
Parents, pouring scorn and condemnation on all 
Novelty, on modern youth, on their teachers, 
Socrates in particular, and on popular politicians. 

In a subsequent period, Aristophanes' life and 
Works show signs of catharsis and liberation. In 
The Wasps, which includes what can be con- 
Sidered the first psychodrama, the hero can enjoy 
the pleasures of life after having persuaded his 
father to join him. However, after Aristophanes’ 
Marriage to a woman, who seems to have been 
Chosen on the model of his phallic-castrating 
Mother, one can notice a regressive development. 
А Comedy concerned with sexual impotence is 
followed by Lysistrata, the witty evocation of the 
Women’s success in going on strike against their 
War-loving husbands. Two plays are entirely 

evoted to vicious attacks on Euripides, before as 
Well as after his death. In Aristophanes’ last 
Comedy, The Assembly of Women, the govern- 
Ment of Athens is taken over by the women, 
Whose leader appears to represent an idealized 
оа or Aristophanes’ mother. Yet this final 

"ute is counterbalanced by the last scene in 
Which a young man protests in vain against the 
9ld women who interfere with his sexual freedom. 

Dr Dracoulides outlines Aristophanes' charac- 
de formation, the inhibition of his genital 
а Velopment, his regression to narcissism and 

hal-sadistic fixation. The latter is amply proved 
У the frequent use of scatological obscenities and 
av syllabic expletives; but it seems that insuffi- 
nt attention has been paid to oral sadism and 
tensive projection. Convincing evidence is given 
Aristophanes’ marked tendency to Cross- 


identification, both with punitive authority and 
with the helpless victim, which explains many 
contradictions and inconsistencies. 

The value of this attempt at analysing a writer 
largely on the basis of his work is increased by the 
addition of significant extracts from some of 


A 5 4 
Aristophanes' comedies. L. H. RUBINSTEIN 


Psychological Medicine: an Introduction to 
Psychiatry. Ву D. CURRAN AND M. РАВТ- 
RIDGE. Pp. viii+447. 6th edition. Edin- 
burgh: Livingstone. 1969. 355. 


This book has been a standing text for under- 
graduates for many years. In general it has a 
broad clinical approach allied to general medicine 
and the present edition maintains this formula. 
The main changes in this edition are the sections 
on drug addiction and EEG, which are both 
welcome and useful. The popularity of the book 
lies in its practical and sound basic approach. The 
sections dealing with symptomatology, psychi- 
atric case-taking and organic mental states are 
especially good. The book is essentially non- 
controversial, which is perhaps best for the 
audience that it is intended to reach. Thus, for 
example, dichotomy of depression into two 
entities is maintained without mention of the 
studies which refute this position; similarly the 
numerous dynamic hypothesis regarding aeti- 
ology of mental illness and treatment are but 
briefly described. 

There are also some omissions; for example, the 
absence of a description of the paranoid states 
seen in chronic amphetamine intoxication and in 
temporal lobe epilepsy. The sections on treatment 
emphasize physical methods in treatment and are 
generally well done. Little is said, however, of 
behaviour therapy techniques, especially desensi- 
tization. It would seem, however, inevitable that 
in a book as commendably brief as this that 
omissions will occur. In general the book is 
eminently readable and can be firmly recom- 
mended as a helpful introduction to the subject. 


B. D. HORE 
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The Psycho-Analytical Process. By Dowarp 
MELTZER. Pp. 109. 20s. Heinemann. 1967. 


This book is short and impressive. It emanates 
from the Kleinian school of psychoanalysis, but 
should be readable without much difficulty by 
anyone practising any form of analytic psycho- 
therapy. It is based primarily on experience with 
children, but most of it is equally applicable to 
adult analysis. 

Dr Meltzer describes the natural history of 
the analytic process. His view of it is instinct 
with the desire to describe what really happens 
and not what is supposed to happen, with con- 
sideration for the patient, and with commonsense. 
He pays tribute to the colleagues and students 
who have helped him by discussion, but his 
undogmatic approach is clearly his own. 

For Dr Meltzer the typical evolution of a 
child analysis proceeds through the unravelling 
of a series of confusions, as the transference 
phenomena are gradually interpreted. First come 
the ‘geographical’ confusions which seem to 
result largely from projection and introjection. 
Next come ‘zonal’ confusions as the mounting 
excitement of the child clamours for expression, 
The analysis of these confusions leads to ‘the 
threshold of the depressive position,’ and the 
oedipus complex emerges in its full clarity only in 
the final phases. The evolution described is con- 
sistent with an interpretation of analysis which 
gives primary aetiological importance to earl 
anxieties concerned with part objects, It might 
be differently described bya Psychoanalyst who 
tends to begin his interpretative Work at the level 
of whole objects. But Dr Meltzer does not give 
the impression of attempting to force interpre- 
tations upon the patient in accordance with a 
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scheme of excessive 


preconceived internal 
rigidity. " 
e hee is a separate chapter on adult pen 
I was puzzled by the statement (p. 51) tha si 
usual outcome of adult analysis is the sores 
especially with the preponderant group of њи КЙ 
line cases which seem to fill analytic D et 
and the roster of training cases’. Rara be 
are limits to the capacity of any single ко de 
to understand his patient, and limits modi 
energy and capacity of each patient to зе. 
his character structure. The concept of adem 
not applicable in many branches of bs im- 
including psychoanalysis. Nonetheless, epative 
passe’ seems to be an unjustifiably me 
word to describe the commonest oU tinuing 
analysis if analysis is regarded as a «e of ош 
intrapsychic process from which mi be that 
patients continue to benefit. It cou certain 
Dr Meltzer’s use of this word implies : tient 
reluctance to terminate before analyst ап oe to 
“can no more’. If this is due to his relu fore 
inflict upon the patient, who has Pn analytic 
experienced anything comparable Loc ome: 
understanding, the trauma of a bro jy to the 
then this would exemplify his манит В a 
traumatic effects of analysis (on which treatmen 
in his chapter on the beginning of the 
as well as to its benefits. n ' Psycho" 
This thoughtful book has a chapter O° hows 
analysis as a Human Activity’, oblems ? 
Dr Meltzer's consideration for the Р" " 
the professional. but 
The writing cannot be called elegir 
personality of the author comes Dn book P 
in part, perhaps, for this reason. 


Р idied up. ве“ 
tidy, but not too much tidied up joHN KL^ 
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Introduction to Psychology. By D. E. JAMES. 
Pp. 336. 45s. London: Constable. 1968. 


Mr James attempts to present in a compre- 
hensible and simple manner the basic principles 
of modern psychology, avoiding the usual 
technical jargon, and using illustrations from 
everyday experience. He examines his subject 
from. the point of view of the biological and 
Physiological foundations of human behaviour, 
Smphasizing the mechanisms underlying the 
interaction between the individual and his 
environment. He is further concerned with the 
Ways in which the individual interprets and 
responds to his environment, and investigates his 
ability to modify his behaviour through learning 
and maturation, to think and to solve problems. 

ʻe finally considers the problem of the significant 
differences between individuals, and follows with 
ап introduction to the general concepts of mental 

Саһ and mental illness. The book is intended 
10 be a useful introduction to psychology for 
teachers, nurses and other social workers. 


Encyclopedia of Psychoanalysis. Edited by 
Lupwig EIDELBERG. Pp. хххуіі +571. 
210s. London: Collier-Macmillan. 1968. 


This large and necessarily expensive book aims 
ue being a comprehensive and authoritative 
i urce of reference for the field of psychoanalysis. 
Contains 643 entries including all the psycho- 
Nalytical terms considered to be important, in 
dition to many others. The editors have con- 
Ned themselves to the psychoanalytic significance 
the terms considered, and attempt to bridge the 
between common usage and the specialized 
пр oanalytic sense. Entries are defined and 
Strated by concrete clinical examples, and are 


bowed by a list of related concepts and a 
fi liography which includes suggestions for 
Urther reading. 


я ра ionary of the Social Sciences. Edited by 
d Gourp anp W. L. Kors. Pp. xvi-- 761. 
2 gns. London: Tavistock. 1964. 


ie Volume describes and defines approxi- 
ely а thousand terms and concepts of funda- 


mental importance in the social sciences. The 
terms have been selected from the fields of 
sociology, political science, social anthropology, 
social psychology and economics, and are 
presented in the form of brief essays prepared by 
275 eminent authorities in the disciplines con- 
cerned. 

Each essay outlines the history of the usage of 
the term; discusses the variations of current 
usage; states, where possible, a single definition; 
and assesses the significance of the concept. The 
exposition is illustrated by extensive quotations 
from the literature, with bibliographical details, 
and the terms are cross-referenced. 

It is the first volume to appear in a series of 
unilingual dictionaries in the social sciences to be 
published with the help of UNESCO. 


Trauma, Growth and Personality, By PHYLLIS 
GREENACRE. Рр. xii+328. $7.50. New 
York: International Universities Press. 
1969. 


This book, by now a classic in the field of 
psychoanalysis, first appeared in 1952 and has 
been out of print for a number of years. The 
present edition represents a new printing. 


Diagonostic Psychological Testing. By D. 
Rapaport, M. M. GILL AND R. SCHAFER. 
Revised edition edited by К. К. Нотт. 
Pp. х+562. $15. New York: Inter- 
national Universities Press. 1968. 


The first edition of Diagnostic Psychological 
Testing appeared 20 years ago, and Dr Holt has 
undertaken to clarify, improve, and bring the 
original up to date. Accordingly, he has reduced 
the cumbersome two-volume work to a single 
clinical manual, deleted the research aspects by 
omitting descriptions of procedure, statistical 
analyses and tables, and presentation of quantita- 
tive results. He has retained only the diagnostic 
guide-lines which are supported by clinical experi- 
ence, omitted numerous appendices pertaining to 
the research report, and compressed some of the 
detailed description of tests and of elementary 
aspects of administration. Dr Holt has added a 
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i i ts writings on 
mplete list of David Карарог ‘ 
ман пеш testing, and has added extensive 
аны notes which take into account changes 
which have been made in the field of psychological 
testing, and pertinent recent trends in psycho- 

analytic theory. 


The Science of Social Medicine. By Ату ум 
5митн. Pp. 221. 63s. London: Staples. 
1968. 


The author outlines the principal methods of 
social medicine enquiry, including the latest 
techniques for collecting data on community 
health. The various fields of research thought to 
be proper to the study of social medicine are 
illustrated against the background of recently 
published work in such diverse areas as sickle ceil 
anaemia, hypertension, foetal growth, smoking 
and lung cancer, schizophrenia and the organiza- 


tion and operation of our health and medical care 
services. 


Psychosocial Nursing. Edited by ELIZABETH 
BARNES. Pp. xx+316. 635.; paperback, 
27s. 6d. London: Tavistock. 1968. 


This is a collection of papers paying tribute to 
the completion of 21 years of work by Dr T. Е. 
Main as medical director of the Cassel Hospital. 
It includes four chapters by Dr Main himself, and 
the 28 chapters, by 16 contributors, present the 
lines of thought and Study pursued at the Cassel 
Hospital, and the changes which have occurred 
Over time in its therapeutic Organization and in 
the training of its nurses, It includes an account 
of the first steps to involve families in the treat- 
ment of their sick members and in the life of the 
hospital community, and discusses the changes 
which this has brought about in the nurses’ work. 
The application of psychosocial nursing tech- 
niques in the wider field is discussed at length. 


Psychotic Conflict and Rea 
JACOBSON. Pp. 80. 255. Lo 
1967. 


This small monograph, ге 
Lecture given by Dr Jacobson, Presents a detailed 
study of a psychotic patient who was in psycho- 
analytic treatment for many years. The author 
uses the patient to illustrate her thesis that 
psychotics do not merely give up reality and 
replace it by a fantasy world; they use Teality, 


Шу. Ву Ертн 
ndon: Hogarth. 


Presenting the Freud 
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especially people and professional pursuits, ш 
their attempt at conflict solution. of dé 
Dr Jacobson discusses the nature сата 
psychotic conflict and, continuing o ifs 
interest in comparative studies, contr: Rent 
conflict found in borderline and a eit 
cases with those characteristic of neurotic, 
depressive, and paranoid patients. i 
The psychotic's use of reality 6 unique 
objects for defensive purposes xS especially 
problems in psychoanalytic treatment, Fs out 
in the area of transference. The author T com- 
and explains these technical m d by other 
pares her approach with those advoca 
analysts who have treated psychotics. 


xternal 


ck MILLER: 
Growth to Freedom. By ie es 
Pp. xxv+223. 305.; paper се Paper 
London: Tavistock. Social Scien 
back Edition. 1968. Land th 
e 


This book describes the pego 
first three years of a model "wi Е selected 
Offering psychosocial treatment nt boys ій Jate 
group of institutionalized delinque up W 
adolescence. The progress of the gr! vi roup Wh? 
pared with that of a matched — В per-a? 
were subject to the customary Bors 
supervision. 

The author takes the view yit 
delinquent can be effective on ing the In^ 
emend. is both psychological m ne elation, 
vidual with himself and in his EPI (studying «4 
Ships to others) and sociological t proc sse ) 
attempting to change the — * unity. 
society at large and in the immedia 


help for ц 
а theraP dir 
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Introduction to Scientific Psychiatry ew york 
SronROw. Pp. хуй +256. 585. 
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Appleton-Century-Crofts. 196 cho 


агу and PSY ifie 
The author ‘simplifies’ psychiatry : scien" 3 
therapy by the introduction © jus-resP° 


Е imulu 
approach, leaning heavily on stim 
Psychology. 
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Pp. х+227. 35s. London: RO 

Kegan Paul. 1968. | kc attempts y- 

The study reported in this li ngthe be 
analyse the causative factors un z е 
iour of so-called problem childr: ation int 
means of an experimental invest! 
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personality characteristics associated with chil- 
dren involved in road accidents, children who 
have been sexually assaulted, and a group of 
children suffering from asthma. 

Each group of children is discussed separately 
and each is compared with a group of ‘normal’ 
children. Their behaviour in school is described, 
and their underlying personality needs, as shown 
by the stories told to the author, are assessed. 
The author concludes by putting forward the 
Suggestion that problem behaviour is frequently 
an attempt on the child’s part to wrest from an 
Indifferent environment satisfactions necessary 
for normal personality growth. 


Four Years Old in an Urban Community. By 
Јонм AND ELIZABETH NEWSON. Pp. 570. 
60s. London: Allen & Unwin. 1968. 


This book is the second of a series by the New- 
Sons which will describe how 700 children are 
cing brought up in a fairly representative 
English urban setting. The authors feel that there 
'S an urgent need for detailed descriptive studies 
9f how parents do in fact treat their children and, 
equally important, how children treat their 
Parents. 
This book describes nursery-age children in the 
asic and intimate context of the home. 


Progress in Neurology and Psychiatry. Volume 
22. Edited by E. A. SPIEGEL. Pp. x+573. 
180s. London: Heinemann. 1967. 

Of the 5,200 papers reviewed in this volume, 
Nearly a third deal with basic sciences. The 
number of papers devoted to organic neurology 
?nd allied disciplines somewhat exceeds the 
Productivity in the field of psychiatry. Of the 

lennially reported subjects the present volume 

Sontains general neurophysiology (biochemical 

aspects), neuro-ophthalmology, and а chapter 

dealing with neuro-surgical aspects of pain and 

Motor disorders. The papers reviewed in this 


oo appeared, for the most part, in 1965 and 
6. 


Alcohol Problems: A Report to the Nation. 
Prepared by Tuomas Е. A. PLAUT. Pp. xvi 
+200. 135., paperback. London: Oxford 
University Press. 1968. 

This document is the policy statement of the 
O-operative Commission on the Study of 
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Alcoholism, established in 1961. The four sections 
deal with disagreement about alcohol use, treat- 
ment and management of problem drinking, the 
prevention of problem drinking, and a co- 
ordinated national policy towards alcohol prob- 
lems. The appendix includes a number of state- 
ments on alcoholism made by such bodies as the 
American Medical Association. 


Practical Psychotherapeutic Techniques. By 
CALVERT STEIN. Pp. xiii--201. $7.50. 
Springfield, Ill.: Thomas. 1968. 


This volume condenses and offers a large 
variety of therapeutic techniques, including pre- 
Freudian psychoanalysis, contemporary psycho- 
analysis, group psychotherapy, psychodrama, 
hypnotherapy and the use of drugs. It includes a 
section on ‘How to start your own group’. 


Psychology. Edited by Јонм Conen. Pp. ix+ 
203. 25s.; paperback, 13s. 6d. London: 
Routledge & Kegan Paul. 1968. 


This book has as its primary aim the intro- 
duction of the subject of psychology to pupils in 
the upper forms of grammar schools interested 
in taking it up at university or in becoming 
familiar with its problems, methods and goals as 
part of what has come to be called General 
Studies. 

The contributors are John Cohen, Neville 
Moray, Andrew H. Gregory, Richard Skemp, 
R. C. Oldfield and Gustav Jahoda. 


Concepts in Casework Treatment. By 
JONATHAN Morrett. Pp. ix+117. 155.; 
paperback, 7s. 6d. London: Routledge & 
Kegan Paul. 1968. 

This book is divided into two main parts: an 
analysis of casework aims and principles, and a 
critical re-description of the classification of case- 
work treatment by Hollis. The various sections 
deal with agency function and the aims of case- 
work, casework principles, casework treatment, 
sustaining procedures and environmental treat- 
ment, procedures of direct inference, ventilation 
of feelings and reflective discussion, treatment and 
the reasons for client attitudes, and transference 
and the role of the caseworker. 
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The Experimental Psychology of Sensory 
Behavior. By Јонх F. Conso. Pp. xii 4- 628. 
$12.95. New York: Holt, Rinehart & 
Winston. 1967. 


The aim of this volume is to lead the reader 
gradually into the substantive core of experi- 
mental sensory psychology, and then into general 
behavioural theories. The author presents selected 
material from the related disciplines which under- 
lie the science of psychology and restrict the scope 
of topics in experimental psychology primarily to 
research methodology and sensory processes. 

The first part of the book deals with philo- 
sophy, physics and physiology, and their relation 
to psychology. The second part begins with a 
systematic discussion of theories and levels of 
measurement and proceeds to the presentation of 
selected experimental designs and psychophysical 
methods. Part three is intended to form a bridge 
to contemporary theories in experimental psycho- 
logy. It provides some of the material which has 
appeared in the psychological literature and may 
be considered to be in the realm of traditional 
psychology. In the final part the general theories 
of sensory discrimination, information theory, 
adaptation-level theory, and theories relating to 
sensory deprivation are presented. 


From Anxiety to Method in the Behavioral 
Sciences. By GEORGE DEVEREUX. Pp. xx+ 
376. The Hague and Paris: Mouton. 1967. 
The author suggests that the disturbances that 

the observation of anxiety-arousing phenomena 

create in the scientist, and the disturbances which 
his presence and activities produce in the system 
he studies are the most basic and productive data 
of the behavioural sciences. He bases his approach 
on Freud's concept of countertransference and the 
Heisenberg complementarity principle, as applied 
by Niels Bohr and Pascual Jordan to all life 
sciences. Part 1, which describes the scientist’s 
anxiety reactions to his data, includes a chapter on 
the anxiety dreams of psychoanalysts who had 
just seen a film showing Australian genital mutila- 
tion rites. Part 2 studies the traditional technical 
and methodological subterfuges which seek to 
ensure the impersonality of the scientist and the 
non-contamination of the observed system by the 
observer. Part 3 discusses some of the main 
factors which distort the behavioural Scientist’s 
p erception and interpretation of his data. Finally, 
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Part 4 outlines a method for the scientific a 
ation of such distortions and boue co 
It reconsiders the problem of the раг таб 
between object and observer and Rn str 
theory of the ego, defined as a constant У 4 ptt 
ated and ‘mobile’ boundary between i a em 
given moment, is experienced as r an 
which is experienced as ‘поп-Г. 


ý -¢ HUNT: 
Stammering and Stuttering. By JAMES 1967. 
Pp. 182, $5.50. New York: Hafner. 


te plished 
This is a reprint of a book originally m 
in 1854 and which was in its seventh € 
1870. 
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Psychopharmacology: Dimensions an 


CE. 
spectives. Edited by С. В. В. oet. 
ix +430. 63s. London: Tavistock: 


This book takes into account a field, 
psychopharmacology is an be enne consti- 
involving not only the two disciplines iverse 8 
tute its name but also specialities аз ntribute to 
neuro-anatomy and sociology that findings- 
and draw upon its methods and fir dings 


n 
hods. ® 
work offers а conspectus of meth а “represent 


and sources of reference by specialis Ms psycho 
ing the major disciplines contributing 
pharmacology. оѓ 


x ibutions 
Each chapter reviews the contrib e and 


ho 
particular discipline to the field ix pex oppor 
discusses its possible developmen poration: s 
tunities for interdisciplinary colla expo itio? 
Weatherall and B. M. Foss provide ‘narmacolog 
of elementary general principles ким opP' i 
and psychology for students 0, 
discipline. D. R. Maxwell pee] experi ni 
tion of these principles to anima "i, 
and B. G. Adams to psychiatric pes а 
action and effect of certain Spec! coun n 
examined by E. Jacobsen in an at 9 
hallucinogens. Chapters by 
sociology, by A. D. Dayan on D ya! 
by M. R. A. Chance on ethology: lopi cent! 
the biochemical study of the под 
nervous system, and А. pecie e 
of psychopharmacology, relate En 
other fields of science and the hr 
cussions by С. К. В. Јоусе © ement 0 
factors that influence the judg roble 
scientist, and by I. D. J. Bross 2 
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scientific language, point to ways in which psycho- 
pharmacology, like other disciplines, can escape 
the distortions imposed by its own subjectivity. 


Early Experience and Behavior. Edited by 
С. NEWTON AND S. LEVINE. Pp. xii +785. 
$28.50. Springfield, Ш.: Thomas. 1968. 


This is a substantial work devoted entirely to 
the comparative psychobiology of development. 
Twenty-five expert contributors deal with the 
effects of various pre- or post-natal experimental 
Я on the later reaction to stress, ОП later 
wee ability, emotionality, social behaviour 
x maturation. They discuss critical periods for 
er application of early treatment; methodology 
| research on early experience; ontogenetic 

pects of brain chemistry and behaviour; neuro- 
Physiological and neuroendocrine mechanisms 
Mediating adaptive response patterns. The 
Material in this book is useful for showing how 
genetic and environmental factors interact in the 


и capacity for developmental modifica- 
оп. 


Pain: Psychological and Psychiatric Aspects. 
By Н. MERSKEY AND Е. G. SPEAR. Pp. viii 
+223. 40s. London: Bailliére, Tindall & 
Cassell. 1967. 


Relatively little has been written on the topic of 
Pain from the psychiatric and psychological view- 
pon The authors review the existing literature 
Sev from their own researches assess critically 
Sw available theories and offer their own 

ary view of pain. The authors discuss the 
duin of whether pain is solely à sensory 
зонад, or whether it is linked to emotional 
ph ors. They further ask whether pain refers to а 
а state ога psychological state, and what 
o rehological disturbances cause pain when no 
ganic lesion or physiological abnormality can 


aree They discuss these problems in some 
ail. 
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Social Competence and Mental Handicap. By 
H. C. Gunzpure. Рр. 240. 45s. London: 
Bailliére, Tindall & Cassell. 1968. 


This book discusses the problems of children 
and young adults who require special social 
education. These are people of low intellectual 
ability and, as children, are unsuitable for formal 
teaching even in schools for the educationally 
subnormal. As adults, most are socially inade- 
quate, unable to look after themselves, and many 
are confined to special institutions for most of 
their lives. 

In this book the author examines the possi- 
bilities and implications of a practical social 
education for retarded children and adolescents. 


The Eye: Phenomenology and Psychology of 
Function and Disorder. By J. M. HEATON. 
Pp. xii +336. 70s. London: Tavistock. 
1968. 

The author considers the eye and the visual 
world in the context of the phenomenology of the 
body. Taking as his starting point the unitary 
nature of the healthy human being, he shows how, 
in disease, the individual suffers a disruption in 
his experience of his body and his world. Such 
disturbance may be reflected in ocular and visual 


disorders. 


Studies in Psychiatry. Edited by M. SHEPHERD 
Амо D.L. DAVIS. Pp. xi+345. 655. 
London: Oxford University Press. 1968. 
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